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CHAPTER I 
INTRODUCTION 
Depression is one of the most commonly diagnosed psychiatric 
disorders in the mental health system in the United States. Many people at 
some point in their life experience depression. During the past three 
decades, there has been an increase in national and international attention 
from clinicians and researchers in investigating the nature of the 
phenomenon of depression. Klerman (1987) and Marsella (1993a) 
concluded that this shift of professional attention may have partly resulted 
from social and political changes in the world. With two World Wars in 
the 20th century, and the increasing threats from nuclear warfare, 
overpopulation, the diminution of natural resources, racial tension, 
ecological collapse, and the prevalence of life threatening diseases, it is no 
exaggeration that Klerman (1987) called the 20th century a new "age of 
melancholia" in human history. However, the phenomenon of depression is 
certainly not limited to human experience nor is it a recent discovery. 
Depressive mood is often found in mammals, particularly in higher 
primates, such as chimpanzees. 
One of the most controversial issues m studying depression in 
different cultures is the phenomenon of "somatization" of depression 
among non-Western cultures (Katon, Ries, & Kleinman, 1984; Kawanishi, 
1992; Kirmayer, 1984a, 1984b, Marsella, 1987a). The argument is that 
instead of presenting psychological and affective symptoms, the individual 
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1n non-Wes tern cultures presents somatic symptoms in expressing 
depression. If the presenting symptoms for depression are truly different, 
the study of prevalence rates among non-Western cultures based on 
Western diagnostic criteria would be significantly affected. Could that be 
one of the reasons that there appears to be a lower rate of depression in 
non-Western cultures? Among Asian cultures, the Chinese have been the 
most extensively studied on the issue of somatization. Numerous observers 
have noted the apparent extensive presentation of somatization among the 
Chinese. Many models dealing with cultural influences have been offered to 
explain this phenomenon among Chinese (Cheung, 1984, 1985, 1987; 
Kirmayer, 1989; Kleinman, 1986; Marsella, 1985; Ying, 1990). 
It seems that the current understanding of the phenomenon of 
depression in the cross-cultural context is very preliminary. The state of 
the issue can be described as controversial and apparently contradictory. 
The purpose of this research is to investigate how depressive 
symptomatology might vary from one cultural/ethnic group to another. 
The evolution of a few concepts and terms (i.e., mental illness, depression, 
melancholia, somatization, and neurasthenia) from a psychological, 
cultural, anthropological, social, political and philosophical point of view 
will also be examined. Findings which support various arguments on the 
study of depression will be presented in detail. Various existing models 
explaining somatization among Chinese will be discussed. The principles of 
traditional Chinese medicine will be examined along with a look at the 
current status and impact of traditional Chinese medicine on contemporary 
Chinese in different localities. The conceptualization and treatment of 
mental health problems and depression will also be examined. 
CHAPTER II 
REVIEW OF THE LITERATURE 
History of Depression 
Melancholia was described by Hippocrates in ancient Greece in the 
4th century B.C. as the black mood resulting from an excess of black bile 
and phlegm afflicting the brain (Becker, 1974; Kleinman, 1986). Meyer 
proposed the term depression to replace melancholia in 1905 (Becker, 
1974). However, it was not until 1913 that Kraepelin categorized manic-
depressive disorder as a diagnostic entity. This provided the basis for the 
contemporary classifications of psychopathology (Becker, 1974; Klerman, 
1987). At the same time, Kraepelin's categorization has generated 
continuous controversial debate on the nature of depression. 
Almost a century later after Kraepelin's work, there 1s still no 
consensus among mental health professionals on the nature of this disorder. 
Riimke (cited in Kendell, 1976) listed no less than thirteen competing 
classification systems of depression. For example, Meyer argued for a 
dimensional classification of depression (Becker, 1974). The dimensional 
approach does not view depression as a discrete disease entity but rather as 
a continuum. Most contemporary controversies, when closely examined, 
center on the fundamental split between the Kraepelinian and Meyerian 
approaches. The controversy of topological/categorical versus dimensional 
approaches has not been resolved. 
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The term "depression" includes a wide range of emotional states and 
clinical phenomena (Kendell, 1976; Klerman, 1987; Marsella, 1987b). 
With all the confusion, there seems to be a general consensus among 
various authors that depression can be a mood, symptom, as well as a 
disorder. However, the boundaries between normal moods and symptoms, 
and pathological disorders are not easily delineated. 
Kraepelin originally adopted the predominant medical disease model 
in the 19th century for his classification of depressive illness (Becker, 
1974; Klerman, 1987; Marsella, 1993a). Under such a model, the 
classification of disease is based on the etiology (i.e., the causes and 
origins) of the diseases. However, no apparent structural or organic 
etiological agents could be easily identified to attribute to the psychiatric 
syndrome of depression. Consequently, etiological classification had to give 
way to the classification of functional diseases based on a clinical 
description, i.e., the observed course of illness and symptomatology 
(Becker, 1974). In addition, the topological classification assumes that each 
diagnostic category would be sufficiently defined by an array of 
characteristics (Farmer & McGuffin, 1989; Klerman, 1987; van Praag, 
1989). The diagnostic categories should be mutually exclusive from one 
another. All members and only the members of a particular category 
should share its necessary and sufficient characteristics. However, research 
findings showed that depression, by its nature, cannot be unequivocally 
classified into a single category of affective disorders. There are a number 
of issues concerning the nature of depression which pose some threat to the 
validity of the topological classification of depression. 
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Controversies on the Nature of Depression 
The following are a few of the most commonly mentioned 
controversies about depression: 
1. Depression as a disease or as a reaction to external circumstances 
constitutes a debate over the nature of depression. In other words, is 
depression a trait or state? Depression can be a chronic problem as well as 
a transient reaction to different life stressors. For example, depressive 
symptoms can result from personal experiences, (i.e., loss and separation), 
or medical and surgical illnesses (Tseng & McDermott, 1981). 
2. The boundary between normal depressive mood and pathological 
depressive symptoms is not easily delineated. Short term grief and sadness 
are often considered as normal reactions to most losses and death. 
However, prolonged grief and sadness may be viewed as pathological and 
require treatment. 
3. There is a gradation of clinical conditions, i.e., depressive symptoms 
occur but are of insufficient number, intensity, and duration to meet 
criteria. 
4. Should or should not depression be classified based on etiology? 
DSM-III attempts to take an atheoretical approach in its classification of the 
mental illnesses and therefore avoids classifying based on etiology. The 
organization of the DSM-III, based on symptomatology, conveys the 
impression that depression appears to be a functional disorder with no 
apparent cause and etiology. However, opponents of this approach contend 
that more research can be done to find out the possible biological as well as 
social causes of depression (Klerman, 1987). 
5. Depressions can be classified as primary or secondary affective 
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disorders: The St. Louis Classification system distinguishes between 
primary and secondary affective disorders (Kendell, 1976). Primary 
affective disorders are interpreted to be depressive or manic illnesses not 
preceded by any other psychiatric problem. In contrast, secondary affective 
disorders are preceded by another psychiatric problem such as anxiety 
neurosis, schizophrenia, alcoholism, homosexuality, antisocial personality 
disorder, etc. or are accompanied by an incapacitating or life-threatening 
physical illness (Robins, Munoz, Martin, & Gentry, 1972). 
6. The presence of depressive mood state sometimes is very vague and 
can only be inferred or interpreted. 
7. Depression can even occur without presenting a depressed mood. 
One of the purposes of the current study is an investigation of this 
argument. 
8. There may be two distinct maJor subtypes of depression: 
Endogenous/psychotic or exogenous/reactive/neurotic subtypes of 
depression (Lewis, 1971). 
Some authors regard "psychotic" and "endogenous" as synonymous, 
and "neurotic" and "reactive" likewise (Kendell, 1976). Kendell used either 
pair of terms to denote two contrasting syndromes. Psychotic or 
endogenous is taken to mean "severe, unvarying depressions, often with an 
acute onset, and accompanied by retardation, guilt, diurnal variation of 
mood, severe insomnia, and weight loss" (Kendell, 1976, p. 17). Neurotic 
and reactive depression is considered "milder illnesses, often accompanied 
by anxiety, prone to vary from day to day, with self-pity and histrionic 
outbursts rather than guilt, and complaints of anorexia rather than weight 
loss" (Kendell, 1976, p.17). 
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Others, particularly North American authors, have interpreted the 
terms more narrowly and more literally. For them, the term "psychotic" 
refers "to illnesses characterized by delusions, hallucinations or gross loss 
of insight" (p.17). The term "reactive" refers "to illnesses preceded by 
obviously stressful events" (p. 17). The term "endogenous" refers "to 
illnesses lacking such precursors" (p. 17). With this interpretation, Kendell 
argued that "an illness could be reactive without necessarily being neurotic, 
or psychotic without being endogenous, or vice versa" (p.17). However, 
for the first group of authors, such distinctions are meaningless. 
In any event, the terms "psychotic" and "neurotic" were abandoned 
in the formulation of the DSM-III even though the controversy is not fully 
resolved (American Psychiatric Association, 1980; Farmer & McGuffin, 
1989). 
9. The DSM-III and its revision DSM-III-R are the most commonly 
used diagnostic tools in the United States. The psychiatric illnesses are 
organized according to the topological approach. This traditional medical 
typological classification assumes that mental illnesses have a clear-cut 
boundary and can be arranged in discrete categories. The development of 
the DSM-III based on operational definitions is an attempt to improve the 
reliability of diagnosis. However, this has been greatly criticized in that the 
categories of the DSM-III are not based on research but rather upon 
consensus among psychiatrists (Klerman, 1987). The validity of a DSM-III 
diagnosis is questionable. The operational approach does not seem to solve 
the problem of confusion. Some of the problems of the DSM-III and DSM-
III-R diagnostic procedure will be discussed in the following section. 
8 
Problems with the DSM-III/DSM-III-R Diagnosis of Depression 
1 . Syndromal Fogginess 
Although DSM-III tried to make an effort to improve its diagnostic 
reliability by using operational definitions for mental illness, the reality is 
far from ideal (Hempel, 1961~ Stengel, 1959). Within the category of 
Major Depressive Disorders, major depression and dysthmic disorder are 
distinguished. Making a diagnosis of depression is based upon a "choice 
principle" among a number of criteria within the operational definition 
(Farmer & McGuffin, 1989). First, depressed mood or anhedonia must be 
present. Followed by that is a choice of a certain number of symptoms 
from a list of operationally defined symptoms. It is an assumption in the 
development of the DSM-III and DSM-III-R that each mental illness is a 
discrete entity and has a clear cut boundary that can be distinguished by the 
operational definition. However, van Praag (1989) has pointed out the 
"syndromal fogginess" of certain categories. He compared the criteria for 
major depression and dysthymic disorder. The disadvantage of using the 
choice principle is that a wide range of depressive syndromes is subsumed 
under the same term in spite of the presentation of different combinations 
of symptoms. Although the same number of symptoms are present, the 
same nature of the syndrome is not warranted. In addition, most of the 
symptoms for major depression overlap with the symptoms of dysthymic 
disorder, with only a few discriminating symptoms. 
The adoption of operational criteria that are inherently top down in 
imposing diagnostic criteria is not without problems. The role of the 
clinician then is one of deciding in an individual case which set of criteria 
is fulfilled. With such rigidity, it is often the case that a patient will fail to 
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fulfill all the criteria for any of the possible choices, thus not allowing the 
clear demarcation of diagnosis that is desired. The result is that lacking a 
clear category into which to conveniently button hole the case, the clinician 
has to either label the case as "not yet diagnosed" or refer to it in terms of 
some catch-all diagnostic category such as depression or schizophrenia. 
2. Other associated factors of depression 
Intensity, duration, and personality structure are also taken into 
account in the diagnosis of depression following the identification of 
relevant symptoms (Farmer & McGuffin, 1989; van Praag, 1989). In 
dysthymic disorder, mild intensity, chronicity, and disordered personality 
are accompanied with the identified symptoms. 
In van Praag's (1989) paper, the author cited one of his unpublished 
studies showing that duration, intensity, and personality structure have no 
specific relationship to particular depressive syndromes. Instead, these 
factors vary within one syndrome. Based on his findings, the author 
suggested that there is a need to assess these factors independently as 
another axes. 
3. Exclusion criteria/diagnostic inequality 
Lastly, there are one or more exclusion criteria in all diagnoses of 
depression. All criteria exclude depression due to organic mental disorder 
and some also exclude affective disorder accompanied by prominent 
schizophrenic symptoms (van Pragg, 1989). This last criterion requires the 
exclusion of other mental illnesses. Again this is based on the assumption 
that different mental illnesses are discrete entities which are mutually 
exclusive of one another. It also assumes a hierarchy of different mental 
illnesses and in this hierarchy, depression can be viewed as due to other 
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superordinate organic diseases or mental disorders. 
Kraepelin distinguished two kinds of functional psychoses 1.e., 
dementia praecox and manic-depressive psychosis (Becker, 1974; Klerman, 
1987). Dementia praecox was viewed primarily to be a thought disturbance 
and cognitive impairment whereas manic-depression was viewed as 
primarily a mood and affective disturbance. Following Kraepelin, Bleuler 
(Becker, 1974) created the general grouping called "affective disorders" to 
cover a wide range of clinical states of mood disturbances. This marked the 
beginning of the emphasis on various kinds of depression as primarily 
affective disorders in the Western psychiatric tradition. 
This view resorts to a hierarchical principle whereby psychiatric 
disorders are rank-ordered according to severity, and the more serious 
disorder takes precedence over the relatively minor one. Major depression, 
for example, cannot be diagnosed in the presence of schizophrenia, and 
generalized anxiety disorder has to be disregarded in the presence of a 
mood disorder. Compared to the DSM-III, the principle of multi-
syndromal diagnoses gained some ground in the DSM-III-R, but the 
hierarchical system is by no means abandoned. 
Besides the aforementioned diagnostic problems, DSM-III and DSM-
III-R totally ignore any cultural effects on depression. As we can see, there 
are problems in the definitions of depression and limitations to any DSM-
III diagnosis. The state of affairs gets even worse when the DSM-III or 
DSM-III-R is applied to non-Western cultures in both the research and 
clinical settings. 
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Epidemiology of Depression 
Kraepelin's proposal for the categorical classification of psychiatric 
illnesses certainly created a great deal of controversy. This is seen in the 
case of affective disorders, i.e., major depression as mentioned in the 
previous sector. Even today, the debate remains vigorous based on new 
findings about depression. Besides the controversy over diagnostic 
nosology among Western psychiatric professionals, Kraepelin's claim about 
the absence of depression in Indonesia has stimulated a lot of cross-cultural 
research on depression as well as ongoing debate on the issue (Marsella, 
1978, 1980a). Early research has focused largely on the question of the 
presence or absence of depression in non-Wes tern cultures. Based on 
Kraepelin's original observation, people from non-Western cultures seem 
not to exhibit a depressed mood but rather somatic complains. The term 
somatization is coined to label this phenomenon. Since the Chinese culture 
is studied most extensively on the issue of somatization, the following 
section presents the literature review on prevalence rates of depression in 
Chinese cultures. 
Prevalence Rate 
Epidemiology is the study of the distribution of rates of disorder in 
the natural environment (Marsella, 1980a). Thus, psychiatric epidemiology 
is the study of the distribution of mental disorders. A number of different 
indices are used by researchers to extract different types of information 
important to the epidemiologist. One of the most important indices is the 
prevalence rate, i.e., the number of active cases to be found in a population 
at any one time. In determining the prevalence rate, both "treated" and 
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"untreated" cases are studied. Simply speaking, "treated" cases are those 
which come to the attention of professionals and receive treatment in an 
appropriate institution. In contrast, "untreated" cases are those which do 
not get this kind of support. Typically they are identified through 
community surveys. 
In the West, Boyd and Weissman (1981) have reviewed a large 
number of English language reports which they interpret using the recently 
developed Research Diagnostic Criteria (RDC) for depression. They note 
that between 9 and 20% of the population is diagnosed as depressed in 
community surveys. Thus, depressive disorder is one of the most common 
disorders in the West. 
A number of researchers have conducted surveys using vanous 
Chinese populations. Results show that the prevalence rate of depression is 
low when compared to its Western counterpart. Some of the more 
important studies are reviewed in the following section. 
Reported Lower Depression Rates among Chinese 
Zuo, Yang, and Chu (1985) have compared the patterns of 
psychiatric consultation for a period of one year in a Chinese general 
hospital with that of a similar hospital in the United States. The authors 
assumed that the general patterns of psychiatric consultation in China were 
similar to those in the United States in a number of ways, such as there are 
more female patients, that the mean age of the patients is near 40 years, and 
that most of the patients were referred to the psychiatric department by the 
department of internal medicine. The International Classification of Disease 
(ICD-9-CM) was used as the diagnostic tool of the study. Their findings 
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revealed some differences of psychiatric consultation between the two 
cultures. First, the prevalence of psychiatric consultation in the Chinese 
hospital is 0.74% which was much lower than the 2%-10% of the United 
States hospital. Second, only a small number ( 4%) of the Chinese patients 
had the diagnosis of depression while a larger number ( 12 % ) of the 
Chinese patients had the diagnosis of neurasthenia. In reviewing their 
findings in this study, the authors considered several possibilities to explain 
the discrepancy between the low depression rate and an apparent high rate 
of reported physical disorders. The low depression rate may be due to the 
psychosocial concomitants of any physical illness being ignored and instead 
the physical symptoms are emphasized by the physicians who made the 
referrals. On the other hand, there might be intrinsically an overall lower 
incidence and prevalence of depression in China than in the United States. 
Kleinman ( 1986) takes note that depressive disorder rates in China 
are either unreported or extremely low. The psychiatric outpatient clinic at 
the Hunan Medical College saw 361 patients during a one-week period 
during the summer of 1980, 30% of whom were diagnosed as neurasthenic 
and only 1 % of whom were diagnosed as depressed. 
Lin and Kleinman (1981) reviewed six papers published in a Chinese 
journal in the People's of Republic China (PRC), the Chinese Journal of 
Neurology and Psychiatry, on the psychiatric epidemiology of six major 
cities in China. The studies were done primarily by the government for the 
purposes of planning for mental health services. The locations and the 
period of studies conducted were as follows: Shanghai (1978), Sichuan 
(1973-1975), Peking (Beijing) (1974-1977), Nanking (Nanjing) (1973-
1979), Hunan (1958-1959), and Qingdao (1977-1978). 
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Training sessions were conducted prior to the studies in which the 
health-related personnel, neighborhood cadres, police, and local civil 
servants in each community learned the signs and symptoms of the 
psychiatric syndromes under study. Suspected psychiatric cases were 
identified and reported to the psychiatric research team by these trained 
personnel. The identified person would then be interviewed by the 
psychiatric team to determine the diagnosis. 
Among the six cities, the range of prevalence rates for schizophrenia 
1s between 0. 77 and 4.8 per thousand and the overall rate of the six 
combined studies revealed a figure of 1.9 cases per thousand. For the 
diagnosis of manic-depression, prevalence rates were as low as 0.03 and as 
high as 0.09 per thousand. The authors did not report the combined rate 
for manic-depression. 
The authors further compared the prevalence rate of psychiatric 
illnesses with that of Taiwan and worldwide as shown in table 1. The 
authors concluded that the rates of manic-depressive illness are extremely 
low in the PRC compared to what is reported in the West as well as in 
Taiwan. However, it was pointed out by the authors that this may not 
reflect the true prevalence rate of manic-depressive illness in the 
community because the cases were first identified by non-professionals 
from the community. It may be that they were identifying only those cases 
with more obvious deviant and disturbing behavior that would be more 
easily recognized. In addition, a different conceptual and diagnostic criteria 
may be responsible for the low reported rates. This raises an interesting 
question in that depression may be rnore tolerated within Chinese culture 
where non-expressiveness is highly valued within the culture. 
TABLE 1 
COMPARISON OF PREVALENCE RATES FOR 
MAJOR PSYCHIATRIC ILLNESS 
China Taiwan 
(eer 1000) (Qer 1000) 
1946-48 1961-68 
Schizophrenia 0.77-4.8 2.1 1.5 
Manic-depressive illness 0.03-0.09 0.7 0.4 
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Worldwide 
(Qer 1000) 
2-10 
4-12 
Note. The data are from "Recent Development of Psychiatric 
Epidemiology in China" by K. M. Lin and A. Kleinman, 1981, Culture, 
Medicine and Psychiatry, .5., p. 139. 
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Jew and Brody (1967) did an archival study within the United States, 
examining the first admission rates for three different periods to the state 
hospital system in California. The prevalence rate is based on cases per 
100,000. Between 1854 and 1863, the admission rate for Chinese was 12.1 
cases compared to 103.1 cases for the non-Chinese group. In 1949-1950, 
there were 99.1 cases for Chinese, while there were 137.8 cases for the 
non-Chinese group. During 1960-1961, the admission rates were 76.8 cases 
for Chinese and 167. 7 cases for non-Chinese. The authors concluded that 
although there was a general increase in the admission rate over the 100-
year period of time, the admission rate to mental hospitals is consistently 
lower for Chinese patients compared to other segments of American 
society. 
More recent U.S. based data, drawn from community mental health 
facilities as well as hospitals (Sue & McKinney, 1975), also seems to 
corroborate Jew and Brody's (1967) observations. The authors investigated 
17 mental health facilities during 1970-1973 and found that only 0.1 % of 
the patients were Chinese, although the population areas served by these 
facilities included 0.6% Chinese. The authors also compared the drop out 
rates between Asian and European-Americans after the first session. It was 
found that 52% of the Asian patients failed to return, as compared to 
29.8% of the European-American patients. Based on these findings, instead 
of concluding that Chinese, or Asians in general, have lower rates of 
psychiatric illness, the authors contend that the under-utilization of 
psychiatric facilities may be the result of culturally inappropriate services 
provided for the Asian population. 
From these findings, one can conclude that the investigations of Zuo 
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et al. (1985) and Sue and McKinney (1975), cited above, are in rough 
agreement with each other. The former report a factor of around 3 to 13 
times and the latter report a factor of around 6 times less utilization of 
mental health facilities on the part of Chinese populations than Western 
populations. 
Cheung (1982a) examined the data gathered in the Hong Kong 
Biosocial Survey of 1974. There was a total of 545 out-patients treated in 
three psychiatric day centers and 4,428 in-patients treated in all mental 
hospitals. Only 3,019 new cases and 14,606 old cases were seen at the 
psychiatric outpatient clinics. However, the number of Hong Kong 
psychiatrists in private practice in 197 4 was less than 10, serving only a 
very small sector of the psychiatric patients. The author admits that, based 
on the findings in the survey, this is an extremely low rate of psychiatric 
treatment for a population of five million. However, the low psychiatric 
rate may reflect the unavailability of and difficult access to the mental 
health facilities rather than the true prevalence rate. 
A series of studies were done in Taiwan to develop a Chinese Health 
Questionnaire in order to identify minor psychiatric morbidity in the 
Chinese community (Cheng, 1985, 1988, 1989; Cheng & Williams, 1986). 
The Chinese Health Questionnaire is based on the General Health 
Questionnaire developed in the West. Thirty culturally relevant items were 
added to increase the sensitivity of the measure (Cheng & Williams, 1986). 
In the pilot study (Cheng, 1985), a 26% prevalence rate of minor 
psychiatric morbidity was found. In the follow-up study (Cheng, 1988) 
24.2% was found. Both of these figures are similar to a survey completed 
in London (Tarnopolsky, Barker, Wiggins, & McLean, 1978). However, in 
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Cheng's 1989 study, in addition to minor psychiatric morbidity, he also 
examined the rate of depression. He found that Chinese in Taiwan have a 
significantly lower depression rate when compared to the British subjects. 
The author interprets the findings as an indication of the effects of strong 
family and social support to be found in Chinese society resulting in a 
lower rate of depression. 
Lower Rates Questioned 
A number of researchers have questioned whether this seemingly 
universal observation of lower incidence of depression in Chinese 
populations when compared to Western populations is really true. Berk and 
Hirata (1973) compared the data of Chinese and general population hospital 
commitments of mentally ill patients in California. Official hospital records 
between 1855 to 1955 were used in the study. Results showed that initially 
the Chinese had a lower rate of hospital commitment than the general 
population. However, since the 1930's, this has no longer been the case. By 
then, there had been a two-fold increase in hospital commitment for the 
general population compared to a seven-fold increase among the Chinese. 
As a result, the rates of hospital commitment for both groups by the time 
of the study were approximately the same. The authors contend that the 
low rates of mental illness commitment among the Chinese is more of a 
myth than reflecting a real life situation. 
In a survey study of Chinatown in San Francisco, Loo, Tong, and 
True (1989) contended that the extremely low utilization rate of mental 
health services, 5%, is not due to a lack of psychological problems among 
Chinese-Americans. Rather, it is due to their lack of knowledge of existing 
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services and awareness of how psychological problems can be treated. 
Chu and Liu (1960) found a relatively high number of depressive 
disorders in their study of inpatients in Peking (Beijing) during 1933-1943; 
22.1 % were found to be manic-depressives which was only second to 
schizophrenia, at 33.6% of the total admission. 
Yang, Zuo, Su, and Eation (1987) used the Beck Depression 
Inventory (BDI) to study the frequency of depression among Chinese 
medical in-patients in Hunan. The authors found that using Beck's original 
cutoff point, 22% of this population can be diagnosed as clinically 
depressed. This result is compatible with that found in Western studies. 
Radloff (1977), the author of the Center for Epidemiologic Studies-
Depression scale (CES-D), in her original study with European-Americans, 
found a 19% depression rate. Kuo (1984) and Ying (1988) examined the 
pattern of depressive symptomatology among Asian-Americans using this 
scale. Kuo conducted his study in Seattle with Asian populations while Ying 
in San Francisco limited her study to only the Chinese population. Kuo's 
study found a 19.1 % depression rate and Ying's study found a 24.2% 
depression rate, both quite comparable to Radloffs figure. These studies 
suggest that the depression rate among Asian- and Chinese-Americans is no 
less than that of European-Americans. 
Conclusions 
From all of this apparently contradictory research, one must 
conclude that although cross-cultural research on the prevalence of 
depression or psychopathology in general has been done for a number of 
decades, conclusive agreement has not been reached on the true prevalence, 
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particularly of depression. Consensus seems to have been reached about the 
fact that depression as a morbid affect exists in all cultures (Sartorius, 
1986). Some of the contradictions can be explained by differences in the 
methods of sampling, in the techniques used for assessment and diagnosis, 
in the training of investigators, and in their theoretical orientation and 
classificatory allegiance. Other differences could perhaps be explained by 
the political ethos. All in all, at this point, the situation is anything but 
clear. 
Symptomatology of Depression 
Some authors do not believe that culture plays a role in affecting 
symptomatology. They believe either that somatic complaints are at the 
core of depression or that psychological complaints must be prevalent in 
depression regardless of the individual's cultural background. They take 
the point of view that the differences in symptom presentation are not the 
result of cultural differences but rather are dependent on the sex, age, and 
educational level of the patients. 
The presentation of depressive symptomatology directly affects the 
formulation of a diagnosis. The study of depressive symptomatology across 
cultures is far from conclusive. The claim of somatization among 
developing countries, Asian cultures, and particularly the Chinese is not 
without controversy. On the contrary, it is an area of study which has 
evoked much emotion. Chang ( 1985) has compared the passion of this 
debate to that encountered previously in the study of intelligence between 
different races. Individuals who present psychological symptoms are 
considered to be more sophisticated. The interpretation and inferred causes 
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of somatization often stimulate much of this emotion. In an attempt to set 
the stage, this following section will be devoted to a review of some of the 
findings of cross-cultural studies on depressive symptomatology. 
Somatic Complaints as Universal 
Silver (1987) compared the depressive symptoms between depressive 
and non-depressive psychiatric in-patients in Israel. The patients were 
divided into Western and Oriental ethnic origins according to the country 
of birth of the patient and parents. The Carroll Rating Scale for Depression 
(CRS) was used to determine the level of depression of the patients. 
Patients were asked to report their physical complaints on the Physical 
Complaints List (PCL). A clinical interview was also conducted. Significant 
differences of depressive symptomatology on the PCL were found between 
depressed and non-depressed patients but not between patients from 
Oriental and Western ethnic origins. The depressed patients consistently 
reported more physical complaints regardless of their ethnic origin. The 
author argues that physical distress is part of the core depressive syndrome, 
certainly for severe psychiatric illness at least. Another interesting finding 
in this study was that many of the patients did not emphasize physical 
complaints in clinical interviews even though they scored highly on the 
PCL. The author concluded that there may be a discrepancy between self-
report and reporting to others. 
Gater et al. ( 1991) traced the referral pathways patients had taken 
before they eventually ended up at mental health services. The data were 
collected from 1,554 patients at the mental health service centers of 11 
countries. It was found that the most frequently mentioned initial symptoms 
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are somatic complaints from among all patients in all 11 countries. The 
authors concluded that somatic complaints are not exclusive to third world 
countries. This finding contradicts the previous claim of some researchers 
that somatic complaints are more often seen in third world countries. 
According to the findings of the above studies, some authors do not 
agree that culture plays an important role in affecting symptom 
presentation. They hold a universal view that somatic/physical symptoms 
are some core symptoms which are fundamental to depression and not 
affected by cultural factors. 
Western Depression Symptoms as Universal 
Dunner, Jie, Ping, and Dunner (1984), in a collaboration between the 
U.S. and Chinese psychiatrists, attempted to determine the similarities and 
differences in symptoms and course of illness between the U.S. and Chinese 
patients with affective disorders. A Chinese psychiatrist from China went 
to the U.S. to learn how to make diagnosis using the DSM-III. After his 
training in the U.S., the Chinese psychiatrist selected affective disorder 
patients in China according to the DSM-III criteria. On the other hand, an 
American psychiatrist went to China to make an independent diagnosis of 
the pre-selected affective disorder patients. A high degree of diagnostic 
interrater reliability was demonstrated in this cross-cultural study. In 
addition, patients who were depressed or euthymic were interviewed using 
the 17-item Hamilton Depression Scale and the Carroll Self-rating Scale. 
The Carroll Self-rating Scale has been shown to correlate very well with 
the Hamilton Depression Scale in the American depressed and euthymic 
patient populations. A high correlation between the two scales was also 
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found among studies of the Chinese depressives. Based on the above two 
findings, the authors concluded that diagnoses could be made reliably 
across cultures using the DSM-III and that the phenomenology of affective 
disorder such as depression in China seems quite similar to that found in 
equivalent populations in America. 
Murphy, Wittkower, and Chance (1964) noted that there is a wide 
range of symptoms covered by the term depression. The ref ore, in a world-
wide survey to 30 countries, the authors restricted the definition of 
depression to four symptoms: ( 1) a mood of depression or dejection, (2) 
diurnal mood change, (3) insomnia with early morning wakening, and (4) 
diminution of interest in the social environment. Questionnaires were sent 
to 58 mental health professionals in 30 countries and the respondents were 
asked to rate the frequency of patients who had all of the above four 
defined depressive symptoms. Among all of the responses they received, 
nine reports returned independently by Japanese psychiatrists from 
different centers in Japan indicated that depression is quite common in 
Japanese culture. Moreover, no differences were noted between the major 
depressive symptoms presented by the Japanese patients and those 
symptoms commonly seen in Western patients. The authors contended that 
culture is not the main influence on the symptomatology of depression, and 
that the cluster of four symptoms selected in this study should be regarded 
as the universal core syndrome of depression. 
Ndetei and Vadher (1984), in a study conducted in Bexley Hospital in 
southeast London, found evidence to criticize most of the comparisons 
made in cross-cultural studies that have been carried out by different 
researchers in geographically isolated areas. Their claim is that no single 
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study compared the pattern of depression in people of various cultural and 
geographical origins studied under the same circumstances by the same 
clinicians. They attempted to fill that gap. In their study, all the patients 
were admitted to one hospital under uniform circumstances and mainly 
attended by the same team of doctors, particularly the senior consultants. 
For the comparison, it was considered desirable to exclude those patients of 
English or Irish extraction and instead to concentrate on the other cultures 
represented. This was done by the following two procedures. First, hospital 
records were used. The family name of the patients was used as a means of 
identifying those to be excluded, i.e., those born abroad to British or Irish 
parents. Second, the countries of birth were regrouped into nine different 
groupings reflecting cultural backgrounds. Third, one of the authors 
constructed a syndrome check list (SCL) from the clinical information 
available in the case notes following the set of procedures laid out by Wing, 
Cooper, and Sartorius (1974) for the description and classification of 
psychiatric symptoms. The information obtained on this SCL was subjected 
to the British diagnostic CA TEGO system for subsequent diagnoses. The 
hospital diagnoses of depression and the CATEGO Depressive Syndromes 
diagnoses were compared for each cultural group and across all groups 
with a X2 analysis. 
In terms of the findings, the authors claim that the results do not 
necessarily reflect the true symptom profile of depression in the various 
cultural backgrounds, but only those considered consistent with depression 
by the British School of Psychiatry on the basis of British patients. 
Therefore, for all groups other than the native British group, these results 
can only be considered as representative of depression when they conform 
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to the symptoms of the British group. They reflect little of the culturally 
determined symptoms of depression peculiar to any other cultural groups. 
However, the authors also contend that the symptoms of depression as 
defined in the standard manual of the CA TEGO programme, are found in 
all the cultural groups in more or less similar frequencies. The results do 
not support earlier reports by other researchers that certain symptoms of 
depression in W estem settings are not found in other cultures, particularly 
those of developing countries. 
As a criticism of this research, I want to note that the design of 
research seems to be inadequate since the population selected for study is 
rather uniform to begin with. That is, the subjects were selected through 
the cultural filter of English culture by the time they even get to Bexley 
Hospital. Thus, it should not be surprising that when supposedly compared 
across cultures essentially a culturally independent result is obtained. 
Predominantly Somatic Symptoms 
Some authors contend that one distinct feature about Asian 
populations in general is that they tend to have more somatic complaints 
than Western populations. Based on clinical experiences in working with 
psychiatric patients in both Taipei and Massachusetts, Tseng and Hsu (1969) 
concluded that Chinese psychiatric patients in Taipei tend to present a 
higher proportion of neurasthenic, hypochondriacal, and psychosomatic 
symptoms than American psychiatric patients in Boston. Moreover, 
depressive symptoms, while common in Boston, are less frequent in Taipei. 
Later, in clinical surveys of psychiatric outpatients in Taiwan, Tseng 
(1975) found that nearly 70% of the psychiatric outpatients presented 
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somatic complaints, while 30% complained only of emotional problems to 
the psychiatrist upon their first visit. The author found that patients from 
the upper social class with a relatively high level of education still 
expressed their emotional problems in somatic terms. 
Gada (1982) argues that the symptomatology of any illness is not 
only the expression of a pathological process in an individual, but depends 
upon many other factors, such as their environmental, social, and cultural 
background. One hundred patients from Wes tern India were diagnosed as 
depressed based upon the Hamilton Psychiatric Rating Scale and the 
diagnostic criteria of the International Classification of Disease of the 
W odd Health Organization. The data of this study was compared to four 
other studies, with one consisting of subjects from North India, one with 
subjects from South India, and the remaining two with subjects from two 
different parts of Britain. In general, somatic symptoms, hypochondriasis, 
anxiety, and agitation were found to be present in a significantly large 
percentage of Indian depressed patients. However, guilt feelings were 
significantly less frequent when compared to the British depressed patients. 
Altshuler et al. (1988) carried out a study in China similar to that by 
Dunner et al. (1984) just mentioned above. In this study, in addition to the 
DSM-III, the Chinese Classification of Mental Disorders was used. A high 
reliability (75% agreement) of the diagnoses between the Chinese and 
American psychiatrists was found. It is argued that the high degree of 
overlap might be due to the fact that the Chinese Classification of Mental 
Disorders was in part based on the DSM-III. However, one interesting 
difference was found in the diagnosis of depression. Almost half of the 
patients given a DSM-III diagnosis of major depression were not given 
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such a diagnosis by the Chinese classification standards. If a depressed 
patient's symptoms were predominantly somatic, the patient was more 
often than not given a diagnosis of anxiety disorder or neurasthenia. The 
results of this study seem to support the notion that depressed Chinese 
patients tend to manifest more somatic symptoms and may therefore be 
given diagnoses of somatic or neurotic disorders rather than major 
depression. 
Marsella, Kinzie, and Gordon (1973) compared the patterns of 
depressive disorder among college students of different ethnic origins 
within the United States. Students were self identified as Chinese, Japanese 
and European (Caucasian) ancestry. Only those subjects who were 
clinically depressed based on their scores on the Zung Self-Rating 
Depression Scale, SRS (Zung, 1965; 1972) were included in the study. A 
second self-report checklist was developed by the authors which includes 
53 items of symptoms or complaints associated with depression. The items 
were grouped into existential, cognitive, interpersonal, and somatic 
categories. Factor analysis showed that the three different ethnic groups 
show different patterns of depression. First, among the Caucasian and 
Japanese groups, the predominant complaints were existential, while the 
Chinese did not show such a pattern. Second, the Chinese and Japanese 
presented a clear-cut pattern of cognitive process complaints while for the 
Caucasian group, cognitive process complaints were mixed with other 
elements. Third, the Chinese had a distinct pattern of somatic complaints, 
while somatic complaints were not prevalent among the Japanese and 
Caucasian groups. The authors concluded that the expression of depressive 
disorder and possibly other psychopathologies are results of the interaction 
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between the individual, his/her environment, and cultural factors. 
In another study (Kleinman, 1982), a sample of 100 patients with the 
diagnosis of neurasthenia who attended the Psychiatric Out-patient Clinic in 
Hunan was chosen for reassessment using the Schedule for Affective 
Disorders and Schizophrenia (SADS, Third Edition, Part I), which had 
been modified to yield DSM-III diagnoses. Eighty-seven of the 100 patients 
in this study met the diagnostic criteria for Major Depressive Disorder. 
Thirty percent of the 87 patients complained entirely of somatic symptoms 
while the remaining 70% complained of somatic and psychological 
complaints together but with a decided emphasis on the former, a 
somatopsychic illness idiom. Remarkably, none of the patients complained 
entirely or even mostly of psychological symptoms. Hence, dysphoria was 
found to be present in all patients with depression, anhedonia in 61 %, 
hopelessness in 50%, helplessness in 42%, and low self-esteem in 60%. 
These findings demonstrate that even though dysphoria or anhedonia must 
be present for making the DSM-III diagnosis for Major Depressive 
Disorder, all the neurasthenics with Major Depressive Disorder met this 
criterion. Hence, it appears that, at least in this sample, we can say that 
Chinese depressives suppressed affective complaints. 
From this, and the findings of the studies in the previous section, it 
appears that the Chinese experience of depression presents itself 
predominantly in the form of somatic symptoms rather than as 
psychological and emotional complaints. Kleinman contends that this is part 
of a cultural phenomenon associated with the nature of depression. Cultural 
factors definitely are a part of the interplay between the experience, 
manifestation, and expression of psychopathology. Such extreme cases 
29 
Kleinman calls a "culturally bound syndrome" and maintains that many are 
to be found among the different cultures of the world. 
In the following section, data will be presented which· are 
contradictory to the findings of the above studies, thus raising questions 
about the generalization of the those findings. 
Somatic and Psychological Symptoms as Both Present 
Cheung (1982a) reanalyzed data from a Biosocial Survey conducted 
in Hong Kong. Although the purpose of the study was not intended to 
examine depression, part of the survey questionnaire was the Langner Scale 
which consists of 22 psychoneurotic symptoms. Items on the Langner Scale 
are divided into psychological, psychophysiological, physiological and 
ambiguous symptoms. Approximately 4,000 residents from the community 
were used instead of psychiatric patients. As noted previously, with 
different health seeking behaviors, psychiatric patients who seek mental 
health services may not be representative of the general Hong Kong 
population. The rationale of the study was to examine the (somatization) 
claim that Chinese deny or suppress their psychological expression. It was 
found that the community residents scored significantly higher on the 
psychological symptoms than on any of the other three symptoms. In 
addition, when the data were compared to those of studies of an American 
population conducted in Manhattan Borough, New York City, the pattern 
of symptom endorsement was similar with few exceptions. 
This study showed that, when pressed, Chinese are also aware of 
their emotional problems and "psychologicalize" them in a way that is not 
remarkably different from the Western cultures. Chinese patients could 
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present their experiences psychologically when asked directly. It is argued 
that they presented somatic problems because they thought that is what is 
appropriate in the doctor-patient dyad within the medical setting. This 
argument conceptualizes the different presentation of symptoms as 
situational rather than cultural. Cheng contends that the claim of 
somatization among Chinese by denying or suppressing their emotions is 
not supported. 
Crittenden, Fugita, Bae, Lamug, and Lin (1992) adapted the Zung 
Self-Rating Depression Scale (SRS) in a cross-cultural study of college 
students in Korea, the Philippines, Taiwan, and the United States. The SRS 
consists of somatic, psychological and affective subscales. Affective 
symptoms were the least reported expression of depression in each country 
except Taiwan, where the least reported symptoms were somatic. The 
result for Taiwan completely contradicts some of the findings from 
previous research that Chinese present predominantly somatic symptoms in 
depression. 
Chang ( 1985) studied depressive symptomatology among three 
different ethnic groups using the Zung Self-Rating Depression Scale (SRS). 
The sample was made up of 26 African-Americans, 26 European-
Americans, and 31 Overseas Chinese college students. Significantly 
different patterns of clusters of the items were indicated by the inter-item 
coefficients among the three groups. Items with existential and cognitive 
symptoms form a cluster among the European-American group. Two 
clusters were found among the African-American group with one 
consisting mostly of somatic complaints while the other consisted of 
cognitive and existential symptoms. Highest correlations were found among 
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items with somatic concerns in the Overseas Chinese group. Furthermore, 
by using factor analysis, the somatic complaints were found to constitute 
the largest variance. Although the endorsement of affective complaints was 
no less than somatic complaints by the Chinese, the two kinds of complaints 
did not cluster together. Based on the findings of this study, Chang 
contended that somatic complaints are characteristic of the Chinese 
depressive pattern. 
In the previous section on epidemiology, review was made of the 
research of Radloff (1977) who introduced the Center for Epidemiologic 
Studies-Depression (CES-D) scale, of Kuo (1984) who used this scale on an 
Asian-American population in Seattle, and of Ying (1988) who used it on a 
Chinese-American population in San Francisco. In Kuo and Ying's studies, 
potential subjects with Asian or Chinese last names were selected from the 
telephone book and subsequently interviewed by telephone. These studies 
are now worth returning to for what they can tell us about 
symptomatology. 
Radloff (1977) found that, in factor analyses, items of depressive 
affect and somatic complaints were separated among European-American 
subjects. In contrast, Kuo obtained three factors in his Seattle subjects by 
using factor analysis with a Varimax rotation: (1) depressed and somatic, 
(2) positive affect, and (3) interpersonal. This result showed that depressive 
affect and somatic complaints tend to cluster together among Asian-
American groups. There was no clear differentiation between the affective 
and somatic structures in Kuo's Asian-American sample. 
Ying (1988) replicated Kuo's (1984) findings with her Chinese-
American sample in San Francisco, California. A factor analysis revealed 
32 
an inseparability of affective and somatic structures among Chinese-
Americans. Ying concluded that the results of her study reflects an 
apparent lack of differentiation between psychological and bodily 
complaints in the Chinese sample. In fact, it is likely that for some Chinese-
Americans, the former has limited meaningfulness. 
Ying, in order to explain her results, adopted Kleinman's (1986) 
suggestion that only in technologically advanced societies is the 
psychological well-being of the individual valued. In Chinese societies, 
where technological development is fairly recent and the values held 
continue to be Confucian, (i.e., based on an agrarian society) individual 
psychological well-being takes a back seat to the well-being of the group. 
Thus, physical complaints are valid and relevant because they are believed 
to obstruct the person's ability to function properly in his/her role within 
the group. On the other hand, individual psychological distress is 
suppressed and viewed as irrelevant. Clearly, this traditional de-emphasis 
on the (individual) self is beginning to change with increased exposure to 
Wes tern culture, particularly for the more acculturated Chinese-
Americans. Thus, the inseparability of somatic and affective complaints 
reflects the persistent Chinese value of de-emphasizing attention on one's 
affective state while emphasizing one's physical state. This also underlines 
the fact that while it is useful and important to test the cross-cultural 
relevance of existing measures of symptomatology. The measurement of 
depression may not be successfully accomplished outside the context of the 
culture in which it occurs. 
Takeuchi, Kuo, Kim, and Leaf (1989) examined the symptom 
dimensions among four different ethnic groups in Hawai'i using an 
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adaptation of the SCL-90. The SCL-90 is a 90-item self-report symptom 
checklist which was originally designed to measure symptomatology in 
psychiatric out-patients (Derogatis, Lipman, & Covi, 1973). The original 
authors of the SCL divided the items into five hypothesized factors, and 
Takeuchi et al. adopted 54 out of the 90 items in their study including 13 
items on depression, 12 items on somatization, 10 items on obsessive-
compulsion, 10 items on anxiety, and 9 items on interpersonal sensitivity. 
The responses of the subjects were loaded into the five hypothesized 
factors. The Caucasian group fitted best into the five factors. Although the 
Caucasian group had the highest number of items which fell onto the 
hypothesized factors, it consisted of only 27 of the total items. The Japanese 
had 19, Filipinos had 14 and the Native Hawaiians had only 6 items which 
fell into the hypothesized factors. 
Two factors emerged by using a V arimax rotation of the principle 
component analysis of the subjects' responses. The two factors were 
general distress and somatization. For the Filipinos, Japanese, and Native 
Hawaiians, items from other non-somatic scales were also associated with 
the somatization scale. However, the Caucasian group had a clear-cut 
somatization load with mostly physiologic items. 
The authors concluded that the differentiation between somatic 
complaints and other general distress may not be as easily distinguished 
among the Filipinos, Japanese, and Native Hawaiians as in the Caucasian 
samples. The results of this study seem to further support the claim that 
somatic complaints are also an indication of emotional distress. 
Yeh, Chu, Ko, Lin, and Lee (1972) carried out a longitudinal study 
of Chinese college students from the time they entered college until 
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graduation. The same survey questionnaire was administrated twice to all 
the students when they were first in the freshman class and later in the 
senior class. Although the rate of psychiatric disorders remained stable 
during the four years of college, the manifestation of symptoms showed 
changes between the first and second surveys. One of the most striking 
changes was that students in the senior class showed an increase in 
psychoneurotic symptoms and a decrease in psychophysiologic symptoms. 
The authors contended that students learn to be more self aware in the 
process of education and of searching for a self-identity. 
A series of studies was done by Cheng (1985, 1988, 1989), and 
Cheng and Williams ( 1986) to develop a two-stage method to examine the 
prevalence rate and symptomatology of depression among subjects from a 
Taiwan community. A Chinese Health Questionnaire was developed (Cheng 
& William, 1986) along with a modified Chinese version of the Clinical 
Interview Schedule (Goldberg, Cooper, Eastwood, Kedward, & Shepherd, 
1970). The results of the study showed that the most frequently reported 
symptoms are somatic in nature (28.8% ), followed by anxiety (26.1 % ). 
Depressive mood is 8.9% which is second to the least prevalent symptom, 
obsessional category. However, none of the cases reported only somatic 
symptoms associated with any anxiety or depression symptoms. Although 
the differences in percentages between somatic and depressive mood 
complaints is large, it is interesting that the authors did not choose to 
interpret the finding as support for the claim that Chinese present somatic 
symptoms when they express depression. Instead, they argued that the 
findings of this study did not support the previous claim that Chinese only 
present somatic symptoms when they express depression. 
35 
Problems of Cross-Cultural Research on Depression 
It can be seen from the above findings that the contention that 
Asians, particularly Chinese, somatize their emotional problems is far-from 
conclusive. The research described in the previous section is obviously 
contradictory in its results. There are problems in these studies at both the 
theoretical/conceptual level and the methodological level, and problems at 
these two different levels may be inter-related. There is often confusion 
over the terms being used, and different authors present different concepts 
of depression and somatization. The problems and limitations of cross-
cultural research on the prevalence and symptomatology of depression will 
be examined in the following section. 
Conceptualization of Depression 
Many researchers had confused the concepts of depressive syndrome 
and depressive phenomena; that is, they have compared the symptoms of 
depression while thinking that they were comparing the syndrome. A 
depressive syndrome is a cluster of symptoms which is only part of the 
wide range of depressive phenomena. Both Marsella (1980a) and Kleinman 
( 1977) strongly emphasize the point that even though the narrow range of 
symptoms is found similar among different cultures, it does not mean that 
the total phenomenon is the same. 
Marsella (1980a) further points out that depressive phenomena are 
universal but that the conceptualization, expression, and symptomatology 
may vary from culture to culture. He indicates that current findings and 
research do not provide enough knowledge and evidence to conclude that 
depression is less prevalent in non-W estem cultures than W estem cultures. 
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As presented in the previous sector on symptomatology, some researchers 
contend that physical complaints are the core of the depressive symptoms 
while others question this assumption and argue that psychological 
symptoms are universal across cultures. It is an oversimplification to 
conclude simply that certain symptoms of depression are either present or 
absent in a given culture. Refined investigations are also necessary to 
monitor the variations of frequency, intensity, and duration of depression 
in order to obtain a full picture of the symptom patterns across cultures. 
Kleinman ( 1977) has criticized the methodology in older 
transcultural psychiatric research which tends to lead to the conclusion that 
depression is universal. This conclusion is based on the findings that the 
same kinds of depressive syndromes appear to be present in a number of 
different cultures. Kleinman points out that the "depressive syndrome" only 
represents a small fraction of the entire field of depressive phenomena. It is 
a cultural category constructed by psychiatrists in the West to yield a 
homogeneous group of patients. 
Lack of Standardization 
Marsella (1978) has questioned the current approach of measuring 
the epidemiology of depression across cultures. One of the major problems 
he points out is the lack of standardization for the conceptualization and 
definition of depression. Certainly in comparing the various studies on 
prevalence rates one is struck by this lack of standardization. The 
conceptualization and definition of depression can be very much 
determined by culture (inter-cultural) as well as by variation from within a 
culture (intra-cultural). 
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Even in the West, there is a problem with the word "depression", for 
it conveys a number of different meanings depending upon context 
(Sartorius, 1986). For example, in English, there are three different 
meanings to the word depression: (1) depression as a disease with a 
pathogenesis and certain symptoms defined medically; (2) depression as an 
illness, describing the experience of the individual and reflecting the 
cultural definition of illness in general; and (3) depression as a sickness 
describing societal recognition of patient state as a reason for obtaining 
sickness benefits and accepting lesser performance in social roles 
(Eisenberg, 1977; Katon, Kleinman, & Rosen, 1982a, 1982b; Kirmayer, 
1989; Kleinman, Eisenberg, & Good, 1978). In addition, it is used to 
describe a mood, a clinical symptom, and a diagnostic syndrome (Kendell, 
1976; Klerman, 1987; Marsella, 1987b). 
The inter-cultural issues are even more difficult to sort out than the 
intra-cultural ones. Non-Western cultures may not have equivalent terms 
with similar associated meanings for depression as in English, and the 
expression of depression may be very different than in Western cultures 
(Lutz, 1985; Marsella, 1978). Often non-Western cultures do not have an 
equivalent term for the English word depression (Tanaka-Matsumi & 
Marsella, 1976). This is not to say that these groups do not have the 
experience which Westerners might call "depression," but rather that the 
experience may be embedded in a different cultural context which thus 
alters its meaning and subjective appraisal. 
A method used to study subjective expenence 1s that of free 
association to various concepts. This word association technique is 
conducted in the indigenous language, thereby having the advantage of 
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directly eliciting responses from individuals in different cultures without 
imposing a structured framework upon their response. Tanaka-Matsumi 
and Marsella (1976) investigated the subjective experience of depression 
among the normal college populations of Japanese-Nationals, Japanese-
Americans, and Caucasian-Americans. The authors studied the subjective 
experience of depression by using free word associations to various 
concepts. The results indicated that Japanese-Nationals associated more 
external referent terms, such as "rain" and "cloud," and somatic referent 
terms, such as "headache" and "fatigue," to the word yuutsu (the equivalent 
word of depression in Japanese). In contrast, both Japanese-Americans and 
Caucasian-Americans associated predominantly internal mood state terms, 
such as "sad" and "lonely," to the word depression. These differences are 
attributed to variations in the self-structure which mediates the subjective 
experience of depression in the different cultures. Japanese self-structure 
was considered to be essentially "unindividuated," while American self-
structure was considered to be essentially "individuated." 
The authors further pointed out that even in English language, the 
concept of depression has a variety of meanings. If one is to reduce 
ethnocentric biases in cross-cultural research on depression, it is important 
to investigate potential variations in the meaning and subjective experience 
of depression with research approaches that permit an examination of 
indigenous perceptions. 
Depression as an Objective Disease vs. Subjective Illness 
The Western medical model is preoccupied with the notion that 
disease is an entity, an objective thing to be discovered. This preoccupation 
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1s certainly reflected in the formulation of the DSM which assumes a 
categorical, etiological and symptomatic approach to psychiatric illnesses. 
This assumption results in the erroneous belief that deviance can be studied 
in different societies independent of specific cultural norms and local 
patterns of normative behavior (Kleinman, 1977; Kleinman et al., 1978). 
Such a view is often not shared by non-Western cultures. Certainly, this is 
a major problem with the DSM-111-R when applied in a cross-cultural 
context. 
The DSM tries to objectify personal experience; this is the difference 
between disease and illness. When the psychiatrist is busy searching for 
appropriate symptoms for making the diagnosis based on the hierarchical 
symptom tree, he/she ignores the subjective belief of the patient. This 
diagnostic approach ignores the patient's value structure through which 
he/she conceptualizes his/her problems. For example, in Chinese culture, a 
patient can be sick due to a combination of reasons, e.g., imbalance of diet, 
geomacy, spiritual and superstitious belief etc. However, the DSM 
diagnostic criteria do not include any of these factors. 
Heavy Emphasis on Affect in the Diagnosis of Depression in the DSM 
Since Western cultures rely heavily on affective symptoms for the 
diagnosis of depression, it may be deceiving to conclude, as we have seen 
some researchers do, that the prevalence of depression is lower in non-
W es tern cultures due to the fact that non-Wes tern cultures do not express 
affect directly but rather possibly through other channels such as somatic 
complaints. The validity of applying the DSM to cultures whose traditional 
medical beliefs are different from Western beliefs is questionable. For 
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example, the Chinese traditional medical model emphasizes the internal and 
external balance of the individual. 
Chang (1985) points out that most researchers agree that depression 
is a phenomenon of a multi-dimensional constellation of symptoms. The 
description of depression given by the DSM-111-R (American Psychiatric 
Association, 1987) states the following: 
The essential feature of a Major Depressive Episode is either 
depressed mood ( or possibly, in children or adolescents, an irritable 
mood), or loss of interest or pleasure in all, or almost all, activities, 
and associated symptoms, for a period of at least two weeks. The 
symptoms represent a change from previous functioning and are 
relatively persistent, that is, they occur for most of the day, nearly 
every day, during at least a two-week period. The associated 
symptoms include appetite disturbance, change in weight, sleep 
disturbance, psychomotor agitation or retardation, decreased energy, 
feelings of worthlessness or excessive or inappropriate guilt, 
difficulty thinking or concentrating, and recurrent thoughts of death, 
or suicidal ideation or attempts. (pp. 218-219) 
This description not only lists the symptoms of depression but also 
the relationships between the symptoms. That is, the affective complaints 
are major symptoms; somatic symptoms and feeling of loss and self-worth 
concerns are secondary concomitants which accompany the primary 
affective complaints. This description of depression with its emphasis on 
affective complaints represents a consensus of the operational definitions of 
depression as it is viewed in the United States (Eysenck, Wakefield, & 
Friedman, 1983). When this cluster of symptoms is used as criteria for 
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depression in cross-cultural studies, incidence of depression seem to be low 
in non-Western cultures. Noticeably absent in the case reports are affective 
complaints (Marsella, 1980a). As mentioned in previous sections, cross-
cultural surveys, however, indicate the strong presence of somatic 
complaints, that is, physiological symptoms that usually accompany 
affective symptoms (Kuo, 1984; Ying, 1988). Some of the researchers have 
noted the presence of affective symptoms, but the symptoms were often de-
emphasized by the patients during reporting or interviewing (Kleinman, 
1977, 1982). 
DSM-III/DSM-III-R Diagnoses: A Self-Fulfilling Prophecy 
Escobar (1987) has pointed out problems with attempting to use the 
DSM-III outside of its culture of origin, the United States. Operational 
diagnoses as presented in the DSM-III are a step forward. From the 
perspective of cross-cultural research, however, systems like the DSM-III 
tend to minimize cross-cultural differences in symptoms and yield rather 
concordant syndromes sharing essential core symptoms stripped of their 
cultural character. Indeed, the DSM-III was nurtured by international 
studies on schizophrenia and depression whose major purpose was to 
identify universal symptoms for the sake of international communication. 
The exclusion rules in the DSM-III require that once a dominant diagnosis 
such as a Major Depressive Disorder or Schizophrenic Disorder is 
determined to be present, associated disorders such as somatization or 
anxiety are assumed to be caused or explained by the primary one. 
Therefore, they tend to be excluded. As a consequence, cultural differences 
cannot generally be demonstrated by using the DSM-III somatoform 
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disorders criteria. Many patients with "unfounded" somatic symptoms have 
another DSM-III primary diagnosis that is often assumed to cause or 
explain the somatic symptoms. In addition, the true prevalence of 
unfounded somatic symptoms is hidden because of the strict criteria 
required for a DSM-III primary diagnosis of somatization disorder. 
Kleinman (1977) points out that the definition of depression itself in 
the DSM-III excludes most depressive phenomena, even in the West, 
because they fall outside its narrow boundaries. Applying such a category 
to analyze cross-cultural studies is not a cross-cultural study of depression. 
By definition, such a study will find what is "universal" and systematically 
miss what does not fit its tight parameters. The former is what is defined 
and therefore "seen" by a Western cultural model; the latter, which is not 
so defined and therefore "not seen", raises far more interesting questions 
for cross-cultural research. This research approach is a self-fulfilling 
prophecy. This category fallacy contributes the most fundamental error in 
cross-cultural research. Having dispensed with indigenous illness categories 
because they are culture-specific, studies of this kind go on to superimpose 
one's own cultural categories on some sample of deviant behavior in other 
cultures, as if one's own illness categories are culture-free. 
Likewise, Nikelly (1988) in the paper entitled "Does DSM-III-R 
Diagnose Depression in Non-Western Patients?" explicitly points out the 
problem of generalizing the applicability of DSM-III-R in diagnosing and 
treating patients in non-Western cultures. Nikelly studied three non-
Western patients, a Latin-American woman, an Asian woman, and a 
Moslem man. All of them manifested impaired functioning and a noticeable 
change in behavior and, as such, could be diagnosed as depressed even by 
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Western criteria, ruling out somatoform, dysthymic, and post-traumatic 
stress syndrome. However, their subjective view of their condition was not 
verbalized as depression but was reported in the form of physical and 
coping debility. They had difficulty using the "psychologizing" idiom of 
communication, showed a paucity of cognitive content, and presumed that 
their condition had physical causes. They expressed those aspects of 
depression that were consistent with their culture. Nikelly further points 
out that the DSM-111-R is biologically conceptualized and description-
oriented as well as culturally biased because its characterization of 
depression is based on observations of patients in the U.S. Thus, even in 
cases where non-Western patients can be diagnosed as depressed within 
Wes tern standards, the application of Western approaches to treatment may 
not be appropriate. Since such treatments are not from within but rather 
are external to the culture of the patient, they may actually compound 
his/her real problems by medicalizing a cultural issue and thereby 
eliminating more effective treatment alternatives. 
Diagnostic Bias 
Marsella et al. (1973) also note that clinical observations of 
depressive disorders are affected by the clinician's skills in interviewing as 
well as her/his predisposition to seek out certain phenomena as a result of 
her/his experiences and training in traditional classification systems. 
Marsella (1980a) summarizes a number of studies examining 
diagnostic tendencies among psychiatrists from different countries. In all of 
them, profound differences were found in the tendencies of psychiatrists 
from different countries to diagnose people as depressed. The Cooper et al. 
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study (cited in Marsella, 1980a) found that an American hospital staff 
diagnosed 16.6% of 145 consecutive admissions as depressed. This 
contrasts with an English hospital staff which diagnosed 46.2 % · of a 
comparable sample of admissions as depressed. More broadly, Gurland et 
al. ( cited in Marsella, 1980a) reported that American psychiatrists 
diagnosed only 12.9% of new admissions as depressed while English 
psychiatrists diagnosed 30.9%. Rawnsley (cited in Marsella, 1980a) found 
that American psychiatrists tend to use neurotic and involutional 
melancholic diagnostic categories, while English and Danish psychiatrists 
tend to use psychotic depression as a diagnosis. It follows that different 
tendencies in preference for certain depressive diagnostic categories exist 
among psychiatrists from different countries thus making substantive 
conclusions difficult. 
Different diagnostic tendencies among different diagnosticians and 
researchers have resulted in different diagnoses. In a particularly 
symmetrical study, Nakene et al. (1988) examined the diagnostic 
preferences in Japan, Shanghai, and Seoul. Prior to the study, 15 
researchers (five from each center) were trained to make diagnoses with 
reasonably good reliability among themselves. Each center provided 5 
cases for the study (2 cases with typical depression, 2 cases with atypical 
depression, and 1 case of depression accompanied with other psychiatric 
symptoms). Thus, there was a total of 15 cases. The 15 researchers from 
the three centers were to make a diagnosis of each of the cases based on the 
ICD-9, DSM-III, and their own conventional diagnostic criteria used in 
their culture. 
With the ICD-9 diagnostic system, the two most common diagnostic 
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categories in the three centers were as follows: 65% affective psychoses 
and 29% neurotic disorder in Nagasaki, 73% neurotic disorder and 23% 
affective psychosis in Shanghai, and the two diagnosis were made more or 
less the same in Seoul. 
With the DSM-III diagnostic criteria, the Nagasaki researchers 
tended to give the diagnostic label of affective disorder most often while 
their Shanghai colleagues tended to use anxiety disorders as the diagnostic 
label. No particular diagnostic category dominated among the Seoul 
researchers. 
The authors concluded that the symptom recognition and emphasis in 
making a diagnosis is affected by different cultural traditions. This results 
in differential diagnostic preferences. This diagnostic bias must have a 
direct effect on the study of prevalence rate of depression in different 
cultures. 
Treated vs. Untreated Case Approach 
A common approach adopted by the epidemiologist is to use the 
treated cases method based on hospital admissions. However, the treated 
case approach ignores unequal access to mental health facilities, 
unavailability of mental health services in different parts of the world, lack 
of knowledge about mental health on the part of patients, and alternative 
healing methods coexisting and used by patients (Marsella, 1978). 
As Loo et al. (1989) point out in a Chinatown study 1n San 
Francisco, residents may not be aware of existing mental health services, 
and may not have any knowledge or only limited knowledge of mental 
health in general. This may result in the low utilization rate of mental 
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health services as well as in more severe cases on initial admission. 
A Canadian study (Lin, Tardiff, Donetz, & Goresky, 1978) reports 
that Chinese tend to have a long time lag between the time of initial 
problem onset and when they seek help. A patient's psychotic behavior is 
often tolerated by the family. Professional help may be the last resort of 
the patient and family. Limited knowledge of existing mental health 
services may also be responsible for the long delay in seeking professional 
help. 
A number of studies showed that Chinese in Hong Kong tend to rely 
on the support of their friends and family for psychological problems 
(Cheung, 1984; Cheung & Lau, 1982; Cheung, Lau, & Wong, 1984; 
Cheung, Lee, & Chan, 1983). In addition, the mental health services in 
Hong Kong are extremely limited. Only severe psychiatric cases tend to 
end up in the mental health hospital. 
The opposite of the treated case approach is the untreated case 
approach, based on community or field surveys. The untreated case 
approach is challenged with the problem of case determination. Case 
determination difficulties arise when no standardized procedures are used 
for diagnostic judgment across different studies within or across cultures. 
Consequently, diagnostic preference biases which are either for or against 
traditional Western diagnostic nomenclature and criteria are the rule in 
such studies. 
In conclusion, the problems in the treated and untreated case 
approaches in measuring the rates of depression across cultures make it 
impossible to assess and conclude the true rates of depression. 
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Reliability and Validity of Instrument 
Most of the self-report measures used in the research reviewed in 
this dissertation were developed based on Wes tern psychiatric tradition. 
Norming according to the Western samples may not be applicable to other 
cultures. Brislin (1970) and Marsella (1987b) have pointed out that the 
literal equivalent of words does not guarantee equivalent meaning of the 
concepts in different languages. Translation often ignores the cultural 
equivalence of meaning, idiomatic expression, and the idiosyncratic 
cultural character of another culture. 
The problem of taking an instrument of proven reliability and 
validity, developed within a single culture, and applying it to a different 
culture can be quite profound. The results may appear to the researcher to 
be significant and yet be absolutely meaningless. We have already seen a 
number of examples of studies with validity and reliability problems. 
Marsella (1980a) pointed out two of the major impediments to the 
measurement of depression across cultures: ( 1) the lack of culture-specific 
norms, and (2) the inappropriate application of biased norms. Most of the 
current existing depressive scales contain subscales; however, the division 
of these subscales may be arbitrary. Furthermore, an unequal number of 
questions among the subscales are found. For example, the Zung Self 
Report of Depression consists of 20 questions. There are 2 items in the 
affective subscale, 8 items in the somatic subscale, and 10 items in the 
psychological subscale. When a culture does have a tendency of presenting 
certain depressive symptoms, the symptom may either over-represent with 
a high number of items or under-represent with a low number of items for 
that particular symptom. 
48 
As mentioned in the previous section, one instrument which has been 
used by researchers to gain some handle on the questions of cross-cultural 
reliability and validity is the Symptom Check List, or SCL-90, which- is a 
90 item self-report symptom inventory on which each symptom is rated on 
a 5-point scale of distress ranging from "not at all" to "extreme bother." 
The SCL-90 was initially designed to measure symptomatology in 
psychiatric out-patients (Derogatis et al., 1973). It is considered, in the 
Western (Caucasian) population for which it was standardized, to monitor 
five hypothesized factors: (1) somatization, (2) obsessive-compulsive 
tendencies, (3) interpersonal sensitivity, (4) depression, and (5) anxiety. 
As demonstrated in the aforementioned study done by Takeuchi et al. 
(1989), 54 of the items used on the SCL do not correspond to the five 
dimensions of anxiety, depression, interpersonal sensitivity, obsessive-
compulsive, and somatization for all four of the ethnic groups that were 
studied in Hawai'i. 
Again, these results reinforce the importance of assessing established 
psychiatric scales among ethnic groups rather than assuming 
appropriateness of constructs across cultures. The conclusion drawn by the 
authors was as follows: 
Although we identified symptom scales which varied for four ethnic 
groups in Hawai'i, we cannot always distinguish psychiatric symptom 
items from expression of cultural values and norms .... Our study 
demonstrated the statistical relationship among items, but future 
studies will need to demonstrate the cultural validity of these items in 
measuring psychiatric illness. (p. 327) 
Takeuchi et al. also note that although this study has demonstrated 
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the psychiatric symptom dimensions among Asian-Americans and Native 
Hawaiians, one cannot conclude that the similarities and differences are due 
entirely to cultural factors because the data set did not have an adequate 
measure of ethnicity. A self-report indicator was used to measure ethnic 
group affiliation, but it is not entirely satisfactory as a measure of cultural 
identity. Without such a measure one is left to speculate on whether the 
differences between ethnic groups can be attributed to cultural or other 
variables. 
Other Variables: Westernization, Socioeconomic Status, and Age 
Contradictory results were found in many of the early cross-cultural 
studies because poorly worded and controlled demographic variables 
interacted with the variables under study. For example, Ying (1988) found 
that the level of depressive symptomatology was higher than previously 
reported in both Caucasian and Asian samples. The socioeconomic level (as 
measured by education and occupation) has been found to correlate 
significantly with depressive level. Those who are better off economically 
are also better off emotionally. The author contends that those with higher 
socioeconomic levels possess more resources, both financially and 
otherwise, and thus experience less stress (i.e., are more resistant) and/or 
are more able to handle depressive symptoms. 
The fact that the CES-D score varies significantly with age only 
when socioeconomic level is held constant, but not when it is allowed to 
vary, would support the above contention. Although younger respondents 
report greater depressive symptoms, they are also better off 
socioeconomically than their older counterparts. 
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Conclusions 
In summary of the above literature review, several points should be 
highlighted regarding the current status of cross-cultural research in 
depression. First, the support for the claim that the Chinese population has 
a lower rate of depression is inconclusive. The true prevalence rate of 
depression among Chinese is yet to be determined. To do so, it will be 
necessary to improve methodology and controls over previous studies. 
Second, it is indisputable that depression is universal, and the presentation 
and expression of depressive symptomatology is culturally specific. Third, 
imposing the Wes tern conceptualization of depression in cross-cultural 
research and categorically determining whether certain depressive 
symptoms are either present or absent is not helpful in shedding light on 
understanding the nature of depression in non-Western cultures. Instead, an 
emic approach to study the subjective view and experience of depression 
should be adopted. Furthermore, examination of the configuration of 
various depressive symptoms would be helpful in understanding the broad 
range of depressive phenomena. Fourth, the interaction effect of 
demographic and ethnicity variables should be examined in relation to the 
experience and expression of depression. 
Traditional Chinese Medicine 
The development of modern Chinese psychiatry m the People's 
Republic of China, Hong Kong, and Taiwan is a result of the combination 
of traditional Chinese medical theories and techniques, Western medical 
theories, and the political ideologies and social structures in the three places 
(Gallin, 1978; Lee, 1978; Kao, 1974; Topley, 1975; Tseng, 1978). 
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Therefore, in order to understand the contemporary conceptualization of 
mental illness among Chinese, particularly in regards to depression, it is 
necessary to understand how these three elements integrate and define 
mental health problems within the different Chinese sub-cultures and also 
how they guide an individual to seek help for mental health problems 
through different avenues. The following sections will first provide a brief 
description of traditional Chinese medical theories in viewing psychiatric 
problems and then a summary of the evolution of the psychiatric systems in 
China, Hong Kong, and Taiwan. 
Theories of Traditional Chinese Medicine 
Traditional Chinese medicine has a history of more than 2000 years, 
and has been deeply influenced by many aspects of Chinese life. The 
etiology, pathogenesis, diagnosis, treatment, and prevention of mental 
disease have been well documented in the Chinese literature (Xia & Zhang, 
1988; Young, & Chang, 1983). The major literature on traditional Chinese 
medicine includes the Huang Ti Nei Ching (The Classic of Internal 
Medicine), Mo-Ching (The Pulse Classic), Shang-han Lun (Treatise of 
Fevers), and Pen-ts'ao Kang-mu (General Compendium of Meteria Medica) 
(Lee, 1978; K. M. Lin, 1980). In ancient China, the Great Tradition is the 
medical system which was officially recognized by the Imperial Court and 
the Confucian gentry class (Agren, 1975). Although The Great Tradition is 
not scientifically based, it is rational and empirical rather than superstitious 
(Lee, 1978; K. M. Lin, 1980). In contrast, the Small Tradition combined 
the supernatural elements which were never officially recognized by the 
Chinese government and were mostly practiced by the illiterate. Therefore, 
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in the following section, I will briefly summarize the Great Tradition and 
not consider the Small Tradition at all. The focus will be on the conceptual 
systems in traditional Chinese medicine used in intervention, diagnosis and 
treatment of medical and emotional problems. 
The fundamental principles of traditional Chinese medicine are the 
microcosm-macrocosm correspondences (tien-jen-hsing-ying) and dynamic 
balancing or harmony (t'iao-ho) (K. M. Lin, 1980; Sivin, 1987; Tien, 
1985). According to the microcosm-macrocosm correspondences, events in 
the celestial world have their implication and impact on the social and 
private sphere of an individual (K. M. Lin, 1980). For example, cosmic 
events, seasons, weather, and time correspond in some way to the internal 
organs, functions, sensations and emotions. Therefore, the classification of 
the etiology of disease includes the internal as well as the external etiology. 
Internal etiology consists of seven kinds of excesses of emotions, i.e., 
happiness, anger, worry, desire, sadness, fear, and fright. External etiology 
includes 6 elements: "wind" (feng), "coldness" (han), "hotness" (shu), 
"dampness", (shih), "dryness" (tsao), and "fire" (huo). The ultimate goal is 
to maintain a dynamic balance (harmony) in the constantly changing 
interaction between the macrocosm and microcosm. K. M. Lin summarized 
the three conceptual systems evolved based on these principles, the Yin-
Yang System, the Five Evolutionary Phases, and the Ching-Lo (meridian) 
System. 
The first system is the Yin-Yang System. Yin and yang are 
complementary and interdependent forces in the universe. Briefly 
speaking, yin is considered to be the passive force and yang the active 
force. The interaction of yin and yang serves as the basis for all change in 
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the universe, both macrocosmic and microcosmic. During the constant 
process of interaction and change between the yin and yang forces, 
temporary imbalance is unavoidable. Dysfunction will be the result if the 
ultimate balance is not achieved. 
Traditional Chinese medicine adopts the yin-yang principle in the 
diagnosis and treatment of disease. By delineating the imbalance of the yin-
yang forces within the patient, the nature and phase of the disease could be 
understood. Treatment is targeted to the restoration of the balance by 
various approaches, i.e., herbal medicine, diet, exercise. 
The second system is the Five Evolutionary Phases. In Chinese, the 
word Wu means the number five, and Hsing means a condition of constant 
change and progression. Traditionally, there are five planets in astronomy 
corresponding to the five inorganic elements (metal, wood, water, fire and 
earth). The physical world evolves out of these five elements. This 
macrocosm-microcosm correspondence further applies to medicine and the 
human body. The external environmental factors exert their influences on 
the human body and cause disease. 
The third system is the Ch'i and the Ching-Lo (Meridian) System. 
Ch'i is the vital energy for all parts of the body. Being deficient in Ch'i 
will result in weakness of the body and emotional disturbances. The Ching-
Lo (meridian) System is again based on the principle of macrocosmic-
microcosmic correspondences. The most familiar therapy to Westerners 
may be acupuncture which is based on the Ching-Lo System. The 
disruption of the circulation of Ch'i may be caused by a blockage in certain 
parts along a circulation line or meridian. Acupuncture can help to unblock 
and strengthen the circulation of Ch'i. Tai-Ch'i, Ch'i-Kung, and meditation 
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are other forms of therapy which will foster the circulation of Ch'i in the 
body. 
Chinese medicine emphasizes the integration of different "bodily" 
systems and that treatment should not be aimed only at target organs. K. M. 
Lin (1980) contends that the dynamic/ecological approach found in 
traditional Chinese medicine which considers both the external and internal 
factors in affecting emotional and physical functioning probably made 
Chinese medicine a more sophisticated system than its pre-scientific 
Western counterpart. In the following section, I will summarize three 
conceptual characteristics of traditional Chinese medicine as it is applied to 
psychiatric and emotional concepts. 
1. Relationships of emotions (psyche) and bodily organs (soma) 
In traditional Chinese medicine, psyche and soma are not conceived 
as two separate entities. The dichotomy of psyche and soma is more of a 
Western view of human functioning. K. M. Lin (1980) argues that the 12 
internal organs are functional organ systems rather than anatomical 
structures. These internal organs are the centers for combined 
physiological and psychological functions and they correspond to various 
emotions. The Chinese take a dynamic approach in conceptualizing human 
emotions and internal organs. Here cause and effect are circular in that a 
dysfunction of the internal organs is said to induce certain emotional states 
and that excessive emotions cause harm to the internal organs and the 
physical body. 
In Chinese, Hsin-Li-Ko means psychology, literally the "study of the 
principle of the heart". Therefore, the heart is viewed as the most vital 
organ among all the internal organs because it is the governing body or 
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integrative center of all the psychological functions. The spirit and mind 
(Shen) are believed to originate in the heart. In contrast, the kidney stores 
purified body energy (Ching). The combined rhetoric Ching-Shen Ko is 
the Chinese term for psychiatry and it literally means the "study of the 
function of heart and kidney". Dysfunction of the lung and stomach causes 
worries and sadness while anger is rooted at the lung and gallbladder. 
Chinese expressions for various emotional states often use the metaphor of 
internal organs. For example, Kiai-hsin is the opening heart which means 
happiness while Tan-chieh is the cowardly gallbladder which means 
fearfulness. 
Depression, even though its psychological precipitants may be well 
recognized, is not regarded as a psychological condition. The lack of 
energy and fatigue often associated with depression are explained as 
disturbances of Ch'i. The disturbances could be produced by: (1) the 
damaged lung caused by excessive sadness or worry, or (2) the damaged 
stomach and spleen due to too much deliberation. The latter would also 
explain the loss of appetite, a cardinal symptom of depression. 
2. Intervention and treatment of emotions 
Excessiveness and incongruence of the seven kinds of emotions 
(happiness, anger, worry, desire, sadness, fear, and fright) are considered 
to be pathological and undesirable in the social context. Prevention of the 
imbalance of the emotions is carried out by moderating or inhibiting one's 
affective expression so as to prevent any emotional disturbances and 
disharmony of one's social environment. Therefore, every possible means 
is attempted to avoid rather than to confront psychological and 
interpersonal conflict to maintain internal and external harmony (Tseng, 
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1978). However, once the psychological functions are disturbed by 
excessive emotions, the treatment for restoring the balance is often based 
on the somatopsychic approach. Herbal medicine, diet, and physiological 
treatment are common treatments of choice. 
3. Diagnostic approach 
Chinese medicine relies equally on behavioral as well as 
physiological observations for diagnosis and therapeutic action (K. M. Lin, 
1980). The Four Means of Diagnosis (ssu chen) is the standard procedure 
for diagnosing disease (Agren, 1975). Wang is the inspection/observation 
of the patient's tongue and face for abnormality, i.e., color, swelling. Wen 
is the auscultation (i.e., listening to sounds arising within organs) and 
olfaction. Wen is the direct interrogation of the patient for information. 
Chieh is the examination of the pattern of radial and carotid pulses. 
As mentioned previously, the interaction of psyche and soma is 
dynamic and their cause and effect are circular. Therefore, it is not 
essential to determine the psychological or physiological precipitants for 
the disease in the diagnostic process. The same flexible principle can be 
applied to the treatment approach such that it can either be somatopsychic 
or psychosomatic, restoring the balance of vital energy to the body. 
Although traditional Chinese medicine has survived with the rise and 
fall of many a Chinese dynasty, it is facing a real challenge from Wes tern 
medicine. There have not been any reliable studies evaluating the extent of 
the impact of Western medicine on the various Chinese medical practices. 
The following is a brief summary of the evolution of modem psychiatry in 
the People's Republic of China (PRC), Hong Kong, and Taiwan. 
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The People's Republic of China (PRC) 
Western psychiatry was introduced to China at the turn of this 
century. The development of modern Chinese psychiatry can be roughly 
divided into five periods over the last 100 years (Xia & Zhang, 1988; Xia, 
Yan, & Wang, 1988; Young & Chang, 1983). 
1. The Pre-liberation Period (prior to 1949) 
An American doctor, John Kerr, founded the first Chinese asylum in 
Guangzhou in 1897. Since then, psychiatric facilities have been established 
in the major cities of China, e.g., Beijing in 1906, Shanghai in 1935, 
Chengdu in 1944 and Nanjing in 1947. China had only 2000 beds for 
psychiatric patients and less than 50 psychiatrists before 1949. Formal 
Wes tern psychiatric training was initiated by Dr. A. H. Woods in 
Kwantung in 1910. Modern Chinese psychiatric practice was in its 
primitive form during this early period of Western influence. As such, no 
single psychiatry school or orientation was yet to predominate. 
2. The Early Period after the Liberation (the 50's) 
During this period, the Chinese government aimed at improving 
psychiatric care and providing cost-free care to all employed people. As 
such, the number of psychiatric hospitals was increased to 62 in 21 
provinces and autonomous regions in China. There was a 19-fold increase 
in the number of psychiatric beds and a 16-fold increase in the number of 
psychiatrists. 
Pavlovian psychology from the Soviet Union was the predominant 
theoretical orientation in Chinese psychiatry during that period. Even the 
"Draft Classification of Mental Disorders" was modeled after the Soviet 
school. Popular treatments included insulin and electric shock treatment, 
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and chlorpromazine. Chairman Mao began his advocacy of the integration 
of traditional Chinese medicine with the introduction of foreign theory and 
techniques during this period. 
3. The first half of the 60's: 1960-1965 
Around 1960, Chinese psychiatry began to detach itself from the 
Soviet influence and take on the orientations of other European, American, 
and German schools of psychiatry. A popular therapeutic method was to 
encourage patients to actively participate in the therapeutic process by 
using their own will power to overcome mental problems, undesirable 
thinking, and behavior. Psychiatrists began to pay attention to clinical data, 
i.e., the patient's psychiatric history, manifested symptoms and mental 
examinations. Psycho-pharmacology, biology, genetics, biochemistry, and 
physiology were also emphasized in psychiatry. 
4. The second half of the 60's and the first half of the 70's: 1966-1976 
Chinese politics was dominated by ultra-left ideology in this period. 
All mental illness was believed to have a single cause due to corrupted 
political thinking. Patients with mental problems were considered selfish 
because they were the enemy of society. Previously existing treatments, 
i.e., insulin and electric shock treatment, were abandoned. Patients had to 
go through political education for treatment. Nevertheless, traditional 
Chinese therapeutic techniques such as acupuncture and herbal medicine 
remained. Foreign influences were indiscriminately considered to be 
negative. 
5. Present Period ( 197 6-) 
This is a new era in Chinese politics as well as in modern Chinese 
psychiatry. The power of the ultra-leftist "Gang of Four" collapsed in 1976 
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and it gave a breath of fresh air to the stifled development of Chinese 
psychiatry. The government encouraged the integration of traditional 
Chinese and Wes tern medicine. With the aid of the W odd Health 
Organization (Kao, 197 4 ), China began the exchange of psychiatric 
knowledge with the major developed countries around the world, 1.e., 
European countries, Japan, and the United States. 
It is a difficult task to understand and evaluate the current status of 
modern psychiatry in China, but several characteristics of the modern 
psychiatric field in China can be highlighted. First, up to present time, 
there have been no reliable and sufficient nationwide statistics which can 
reveal the true condition of Chinese psychiatry (Kao, 1974). China is a 
large nation, and dramatic differences in the establishment of psychiatric 
facilities, teaching materials, and style of psychiatric care can be found 
from area to area and institution to institution, depending on the local 
historical background, including government support. The data in one 
locality may not represent those of another part of the country. In addition, 
the investigation of the status of psychiatry (i.e., facilities and treatment 
modality) has been more of an impressionistic than systematic exercise. 
Most of these studies were done by W estemers who visited China, and they 
were only shown highly selective and specific information under conditions 
of close scrutiny. 
Second, from the aforementioned description of the recent history of 
psychiatric development in China, it is obvious that Chinese psychiatry is 
dominated by the political ideology of the government. Kao ( 197 4) 
contends that both the doctrine of ideology and its practice have been 
placed over psychiatric theory. Psychiatric theories and orientation as well 
60 
as treatment modalities and goals are considered an extension of political 
ideology in contemporary China. 
Contrary to the Western belief of psychopathology having resulted 
from intrapsychic conflict and external stress, mental health patients are 
viewed as politically and morally wrong in China. Such psychiatric practice 
in China takes a collective approach (Lu, 1978). Instead of emphasizing the 
pain and suffering of the individual, in collective China, mental illness is 
considered to be a loss of productivity and diminution of the work force 
which ultimately damages society. Treatment unit emphasis is not on the 
welfare of an individual as in Western talk therapy or depth therapy, and is 
not focused on resolving intrapsychic conflict or promoting personal 
growth. Rather, treatment focuses on how the patient's family, coworkers, 
and neighbors can provide support to the patient. The ultimate treatment 
goal is to help the patient return to being an active member of the work 
unit (Thornicroft, 1988). 
Hong Kong 
Hong Kong is a Crown colony of Britain and has been under British 
rule since China was defeated during the Second Opium War in 1897. Hong 
Kong has undergone many changes in its political and social structures and 
cultural traditions. Since the establishment of the People's Republic of 
China or the Liberation of China in 1949, the British influence in Hong 
Kong has been increasingly become more significant. Traditional Chinese 
culture was challenged by the rapid westernization and modernization 
encouraged by the government. In regards to the medical and psychiatric 
care system in the public sector, the Hong Kong government only 
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recognizes, supports, and licenses the practice of W estem medicine (Lee, 
1978; Tapley, 1975). Formal training for Western doctors is provided by 
the government at the universities. Traditional Chinese medicine is 
perceived to be unscientific and backward. However, the Hong Kong 
government did not eliminate the practice and consumption of traditional 
Chinese medicine. The government offers little support and exerts minimal 
control over the practice of traditional Chinese medicine. Lee (1978) 
describes the government's attitude towards traditional Chinese medicine as 
"tolerant but not unconditional" (p. 294). Therefore, in the private sector, 
the health care system in Hong Kong is pluralistic in that both W estem and 
traditional Chinese medical services coexist and compete with one another. 
Individuals are free to choose the modality of medical services, that 
is, public or private, and Western or traditional Chinese medicine. For 
general medical care, most people have to seek services from private 
practitioners because public medical services are very limited. It is 
interesting to note that there is a reverse pattern for seeking psychiatric 
care. As mentioned in a previous section, the report of the Biosocial 
Survey conducted in 1974 showed that there were less than 10 private 
psychiatrists in Hong Kong serving a population of five million at that time 
(Cheung, 1986). From the same survey, it was reported that a total of 
4,428 psychiatric in-patients were treated in hospitals and 545 out-patients 
were treated in three psychiatric day centers. In the public sector, there are 
only six psychiatric out-patient departments run by the government. From 
1974 to 1984 (Cheung et al., 1984), the number of psychiatrists in private 
practice increased from 10 to 13. The rate of psychiatric treatment by 
Western-style psychiatry is extremely low. It is difficult to estimate the 
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number of individuals who utilize traditional Chinese medicine for 
psychiatric problems. 
Lee (1980) found that 84.9% of his Hong Kong subjects preferred 
Western medicine in contrast with 0.9% who preferred traditional Chinese 
medicine for mental problems. However, the statistics may not truly reflect 
the pattern of help-seeking behavior. For one thing, the term "mental 
illness" to the Chinese is perceived as psychotic disorders and does not 
include minor psychiatric disorders, i.e., depression, neurasthenia, and 
other neurotic conditions. For another, traditional Chinese medicine is 
considered as food and is part of the diet. In a sense, there is no 
unequivocal demarcation between medicine and food. It was pointed out in 
another study conducted by Lee (1980) that Chinese tend to self-medicate 
as the first step before they seek professional help when health problems 
arise. Furthermore, during the process of seeking professional help, 
patients tend to shift back and forth between the Western-trained and 
traditional Chinese doctors (Lee, 1978). 
Taiwan 
Taiwan is an island lying to the southeast of China. Taiwan was 
occupied by the Dutch to be followed by the Japanese (1895-1945). 
Western medicine was introduced to Taiwan by its occupants and Western 
missionaries. During the Japanese occupation under the Treaty of 
Shimonoseki, only Western medicine was emphasized by the Japanese 
government, and traditional Chinese medicine suffered a decline. In 
addition, there was a shortage in the supply of herbal medicine from China 
(T. Y. Lin, 1989). Nevertheless, the utilization of traditional Chinese 
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medicine continued to exist throughout the entire period of foreign 
occupation (Gale, 1978). Since the expulsion of the Japanese at the end of 
World War II, Taiwan has been under the Nationalist regime up to the 
present time. At the time of the Japanese expulsion, all of the Japanese 
psychiatrists were repatriated, and there was practically no single native 
Chinese in Taiwan who had sufficient psychiatric training (T. Y. Lin, 
1961). T. Y. Lin contends that the current psychiatric care system was 
established out of a vacuum with no model for it to follow. 
The Nationalist government put an emphasis on promoting Western 
medicine starting only in 1929 (Croizier, 1968). This is not surprising 
since the founder of the Nationalist government, Sun Yat-Sin, was a 
Western educated (Honolulu and London) medical doctor. Similar to the 
situation in Hong Kong, traditional Chinese medicine was viewed to be 
backward, reactionary, and unscientific. The attitude of the government 
towards traditional Chinese medicine was prejudicial. Furthermore, 
traditional Chinese medicine was perceived as being associated with the 
backward and ignorant image of the old China which had to be discarded 
when the Nationalist government was struggling with a new national 
identity. When Taiwan was undergoing rapid modernization and 
industrialization, the adoption of many Wes tern values and beliefs was 
inevitable. 
In 1970, the official figures showed that there were 5,450 Western-
trained doctors in comparison with the 1,106 traditional Chinese doctors in 
Taiwan (Gale, 1978). In 1973, there were five medical schools for training 
Western medical doctors, with a sixth one on the way. In contrast, only one 
traditional Chinese medical school existed. Gale (1978) argues that the 
64 
intention of the traditional Chinese medical school is not like that of a 
Western medical school, namely for providing formal and standardized 
training for qualified practitioners (Gale, 1978; Tseng, 1978). Instead; the 
traditional Chinese medical school originated from a cultural and historical 
interest in extending Chinese heritage. It was also probably under the 
influence of Communist China in the sense that the mainland experienced 
success in integrating Wes tern and traditional Chinese medicine. In the 
traditional Chinese medical school, there is no quality control on the 
competence of the practitioner as well as the medical knowledge. Rather, 
the training of the practitioner is by means of apprenticeship, from self-
study, or through personal experience (Tseng, 1978). 
Various organizations from the United States offered a great deal of 
support to Taiwan during the early stages of formation of its psychiatric 
system. Tseng (1978) describes modem psychiatry in Taiwan as taking on a 
dynamic and socio-psychological approach in understanding human 
behavior. This turn may be due to the heavy influence of American 
psychiatry. Within modern Taiwan psychiatry, emotional problems are 
perceived as the resultant reaction to the process of interaction between the 
individual and his/her environment. However, traditional psychoanalytic 
theories are not accepted because they tend to be perceived as alien to the 
Chinese cultural and the epistemological view of human nature. Shock 
treatment and psychopharmacological therapy are popular treatments 
provided in major psychiatric facilities. Psychological counseling is only 
available in major cities. 
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History of Depression in Chinese Medicine 
It was not until the Ming Dynasty, around the 17th century m 
Imperial China, that the equivalent term of depression in the Western 
diagnostic system was formally established as a clinical diagnostic category 
(Tseng, 1974). Tseng contends, that although there were earlier medical 
records of the phenomena of depression before the Ming Dynasty, it was 
never a significant clinical concept in Chinese culture. In contemporary 
China, Hong Kong and Taiwan, the term depression is still neither widely 
used among the traditional Chinese and Western medical professionals nor 
recognized by the lay public. 
Xu noted that early in the 7th century A.D., Chao Yuanfang and his 
collaborators wrote about clinical phenomena similar to depression in the 
Treatise on the Causes and Symptoms of Disease ( cited in Kleinman, 
1986). A "prolonged crying syndrome (kujuhou)" was described as 
follows: "the person's crying is said to be so intense and full of grief that 
the emotion becomes deficient, a pathological qi (xieqi) enters the abdomen 
and leads to a heavy, sinking feeling in the limbs. Thereafter the afflicted 
person cannot restrain his mournfulness and grief" (Kleinman, 1986, p. 
41). 
Kleinman (1986) searched through some Chinese ancient texts and 
found that as cited in the Qing Yue's Medical Text, an effort was made in 
the Yuan Dynasty (1260 - 1368 A.D.) to classify yu (depression) into six 
subtypes: qiyu (depression in vital energy), shiyu (damp depression), reyu 
(heat depression), tanyu (phlegm depression), xieyu (blood depression), 
and shiyu (dietary depression). It was documented in Qing Yue's Medical 
Text published in 1710 that the clinical phenomenon labeled as depression 
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in the West was formally established as a diagnostic category, namely "yu", 
by Zhang Jiebin (Kleinman, 1986, p. 42). The author, Zhang Jiebin, 
attempted to develop the clinical criteria for the diagnosis of yu. He divided 
the broad category into three subcategories according to the etiology of yu 
from: (1) excess anger (nuyu), (2) excess thinking (siyu), and (3) excess 
worry (youyu). 
Neurasthenia 
George M. Beard, an American psychologist, observed and defined a 
nervous disease called neurasthenia. He described neurasthenia as "a 
chronic, functional disease of the nervous system" that was characterized 
by "profound physical and mental exhaustion, combined with a host of 
other signs of functional nervous dysfunctions such as headaches, insomnia, 
vague pains, dyspepsia, palpitations, and flushing" (Beard, 1881, p. 56). 
Beard insisted that neurasthenia was a nervous disease instead of an 
emotional disease. Beard was living in an era of social upheaval. During his 
time, traditional values were challenged, the social structure was shaken, 
and the fabric of the society was torn by the prevailing values of 
commercialism and materialism. Beard's ideas about neurasthenia came 
from his observation of the reaction of Americans to the stress induced by 
the rapid industrialization and modernization of the United States. Beard's 
view of human functioning was mechanistic in nature, i.e., the exhaustion 
of human mental functioning was analogous to the wearing out of 
machinery. The symptoms of neurasthenia were the results of over-
expenditure of nervous energy (S. Lin, 1989). 
The term neurasthenia was very popular in the U.S. until the turn of 
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the 20th century (Blumer, 1906). Although the term was still widely used 
during World War I, it became insignificant and eventually was abandoned 
as a diagnostic category by the 1930's (Chatel & Peele, 1970). However, 
the American psycho-pathologists were not totally comfortable or satisfied 
with their positions in dealing with neurasthenia as a diagnostic entity. 
Their ambivalent attitude was reflected in their inconsistent stands in 
deciding whether neurasthenia should be included as a diagnostic term in 
the DSM. 
Neurasthenia went from its peak popularity in the late 19th century 
to being almost completely discarded as a diagnostic entity in the early half 
of the 20th century in the United States. However, neurasthenia went 
through a different path after its introduction to China at the beginning of 
the 20th century. Neurasthenia was no longer merely a diagnostic label, but 
the transformation of neurasthenia served other functions in Chinese 
culture in accordance with social demands and the different political 
conditions in the PRC, Hong Kong, and Taiwan. 
Transplantation into China 
In standard Chinese, neurasthenia is called Shen-jing-shuai-rou. 
Shen-jing means the nerve and shuai-rou means weakness. Thus, 
Shenjingshuairou literally means "nerve weakness". When neurasthenia was 
first introduced to China, it was well received among the medical 
professionals (T. Y. Lin, 1989). The quick and firm anchor of the term 
could be understood in terms of traditional Chinese medical concepts and 
the popular psychiatric model in China at that time. According to the 
theory of balance in traditional Chinese medical concepts, excesses or 
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deficiencies could cause all kinds of diseases and illnesses. Therefore, the 
concept of the exhaustion of the nervous system in Beard's original 
definition of neurasthenia is consonant with the view of the origin of the 
disease in the traditional Chinese medical system. 
When China and the Soviet Union were political allies (1949-1966), 
the influence of the Soviet Union on China was pervasive. Not only was the 
political ideology of the Soviet Union unquestionably accepted by the 
Chinese government, China also adopted the Soviet model in her social, 
medical, and technological transformation. During that time, Soviet 
psychology was dominated by Pavlovian behavioral theories in explaining 
human behavior. Pavlov's experiments on dogs examining the excitation 
and deprivation of the nervous system were well received by the Chinese. 
Therefore, Beard's concept of neurasthenia, an exhaustion of the nervous 
system, was easily blended in with the Pavlovian view of nervous 
functioning. 
It was noted in the Editorial of Chinese Journal of Neurology and 
Psychiatry published in 1966 that neurasthenia or Shen-jing-shuai-rou 
("nerve weakness") assumed an extraordinary significance in the First Five 
Year Plan: a grand scale national campaign against neurasthenia was 
initiated (T. Y. Lin, 1989). It was an attempt by the Communist 
government to control the pervasive problems of using the term 
neurasthenia because during the political turmoil of the Cultural Revolution 
in China, the diagnosis of Shen-jing-shurai-rou was widely used and a large 
number of cases were identified. These identified individuals could have 
been labeled as moral or ideological deviants otherwise. The diagnosis of 
Shen-jing-shurai-rou gave afflicted individuals a socially acceptable name 
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for their problems. It served as a buffer to relieve some of the political 
pressure imposed on the society and individuals. 
Although high rates of successful treatment were claimed,. the 
findings have not been substantiated by follow-up studies or by repetition 
of the original studies. Chinese psychiatrists have reported skepticism about 
the longer-term effects. It was in the short-term political interest to claim 
that the patient suffered from Shen-jing-shurai-rou, and with treatment 
showed improvement, so as to avoid labor reform and struggle in "small 
groups." The effectiveness of the treatment and the high success rates are 
questionable, however. Nevertheless, the fact that an entire national 
political campaign was organized around a diagnostic label ascertains the 
important role played by neurasthenia in the unfolding of politics in China. 
Neurasthenia in Taiwan and Hong Kong 
Taiwan was occupied by the Japanese for 50 years, from 1895 to 
1945. Many Taiwanese psychiatrists were trained in Japan and they were 
influenced by the psychiatry of the Japanese tradition (T. Y. Lin 1953, 
1961 ). The concept of neurasthenia was well received by the Japanese, and 
it was taught in the academic setting. Originally neurasthenia was included 
in the diagnostic categories in Taiwan. With the increasing influence of 
American psychiatry, the popularity of neurasthenia among the Western 
trained doctors gradually declined. The pattern of the adoption of 
neurasthenia in Hong Kong was similar to that of Taiwan. The only 
difference was that Hong Kong inherited the British tradition instead of the 
American tradition as in Taiwan. As a consequence, the Western trained 
doctors in Hong Kong pay even less attention to neurasthenia as a 
70 
diagnostic label (Rin & Huang, 1989). As mentioned above, the concept of 
neurasthenia is consonant with traditional Chinese medicine. Therefore, 
regardless of the rejection of neurasthenia among Western trained doctors, 
neurasthenia was well recognized by traditional Chinese doctors and the lay 
public. 
Current Perspective of Neurasthenia in Chinese Culture 
The definitions of neurasthenia vary among different sources, both 
the formal medical literature and other Chinese literature. Among the 
formal medical literature, the most elaborate diagnostic criteria for 
neurasthenia was established by Xu and Zhong (cited in Kleinman, 1986). 
Three of the following listed symptoms must be experienced by the patient 
for the diagnosis of neurasthenia: (1) emotional disturbance, (2) mental 
excitement, (3) feeling the brain fatiguing easily, (4) nervous pain 
associated with muscle tension, and (5) sleep disturbance. These symptoms 
must be present for a duration of at least three months and impact on the 
effectiveness of the patient's daily responsibilities for work, studying, and 
household chores. Anxiety neurosis, depressive neurosis, hypochondriasis, 
compulsive neurosis, phobic neurosis, hysteria, psychosis, and neurasthenia 
secondary to brain injury or a medical illness must be ruled out before 
considering the diagnosis of neurasthenia. 
Kleinman (1986) contends that Xu and Zhong's criteria for 
neurasthenia incorporate the psychological processes of neurasthenia. These 
criteria emphasize symptoms which are associated with depression, anxiety, 
and personality disorders in Western psychiatry. Another diagnostic 
criteria can be found in A Barefoot Doctor's Manual: A guide to traditional 
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Chinese and modern medicine (The Revolutionary Health Committee of 
Hunan Province, 1977). This manual is the product of an attempt on the 
part of the Chinese government to integrate traditional Chinese medicine 
with Western medicine. Its application is widespread throughout urban as 
well as rural China. The criteria for the diagnosis of neurasthenia 
described in the manual are as follows: 
Neurasthenia generally occurs after excessive tension caused by 
higher nervous system activity, when mental activity reaches a 
relative state of exhaustion. The patient may complain of dizziness, 
headache, cranial pressure, tinnitus, spots before eyes, poor memory, 
inability to concentrate, bad temper, poor sleeping habits or 
insomnia, daytime fatigue, backache and weakness in legs. Additional 
signs and symptoms in still other cases are palpitation, dyspnea, 
hydrosis and other circulatory symptoms. Poor appetite, gastric 
distention and pain, and other digestive tract symptoms may be seen 
in still others. In some, genital-urinary tract symptoms such as 
impotency, premature ejaculation and "wet dreams" predominate. 
This disease is a functional ailment. However, it must be 
differentiated from several organic-type diseases, to prevent 
misdiagnosis. (p. 134) 
A description of neurasthenia can also be found in the Cihai (Sea of 
words, Chinese dictionary), both the Taiwan and Hong Kong editions 
(1969, 1965). Neurasthenia is usually described as having a wide range of 
somatic symptoms such as headaches, dizziness, insomnia, memory loss, 
appetite loss, and lack of energy. In the Taiwan edition of the Cihai, 
depression is included as one of the symptoms in addition to the somatic 
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symptoms. 
Cheung (1989) found that neurasthenia is usually associated with two 
categories among the 17 categories of Chinese patent medicine listed in the 
Handbook of Chinese Patent Medicine in Hong Kong. The two categories 
include the tonic category and sedative and tranquilizer category. The 
symptoms described in the tonic category are mainly somatic or 
psychosomatic in nature. On the other hand, the symptoms described in the 
sedative and tranquilizer category are more psychological or 
psychosomatic in nature. 
Kleinman (1986) argues that the Chinese perspective of neurasthenia 
has transformed Beard's original concept of neurasthenia as merely a 
disorder of the nervous system. Instead, the Chinese perspective 
incorporates the psychological and social dimensions of neurasthenia, and it 
shares the symptoms of clinical depression described in the West. 
Somatization 
Somatization is described in cross-cultural psychological literature as 
a distinctive phenomenon which prevails in non-Western cultures. 
Kleinman (1986) points out that somatization is neither a unique 
characteristic of non-Western cultures nor is it limited to psychiatric 
disorders and depression. Somatization seems to have a long history in 
Western culture as a socially appropriate and acceptable way to express 
pain and distress. Even in contemporary Western cultures, somatization 
tends to correlate with certain social characteristics. Individuals who have 
lower socioeconomic status and education level, who are from rural areas, 
who are active in religious affiliation, and who hold traditional values tend 
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to somatize (Katon et al., 1982a, 1982b). Members of the middle class, who 
often are the subjects of various kinds of psychological research, are the 
ones who tend to psychologicalize their emotional problems and label their 
emotions in more abstract and direct psychological language or idiom. 
Most of the cross-cultural research tends to focus on examining the 
correlates and processes of somatization in non-Western cultures. This 
approach assumes that somatization is deviant or even pathological 
behavior in comparison with the predominant mode of expression among 
Western middle class individuals. However, Kleinman (1986) contends that 
the psychologicalizing process is a relatively rare phenomenon when 
compared to the somatizing process, and that it occurs only in small groups 
of individuals in the West. He provocatively questions the assumptions of 
much of the research that identifies somatization as deviant or relatively 
rare. Kleinman (1986) defines somatization as follows: 
. . . somatization ( the presentation of personal and interpersonal 
distress in an idiom of physical complaints together with a coping 
pattern of medical help-seeking) has been shown to be the 
predominant expression of difficulties in living. That is to say, 
individuals experience serious personal and social problems but 
interpret and articulate them, and indeed come to experience and 
respond to them, through the medium of the body. Loss, injustice, 
failure, conflict-all are transformed into discourse about pain and 
disability that is a metaphor for discourse and action about the self 
and the social world. The body mediates the individual's perception, 
experience, and interpretation of problems in social life. Mental 
disorder is a prime instance. (p. 51) 
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Kleinman's definition of somatization appears to be less specific than the 
criteria described in the DSM-III for Somatization Disorder (Cheung, 
1982a; American Psychiatric Association, 1980). 
Relationship between neurasthenia, depression and somatization 
The popularization of depression, the decline of neurasthenia, and 
the replacement of somatization with psychologicalization of emotions 
happened at about the same time, the end of the 19th century and the 
beginning of the 20th century. The timing of these events did not seem to 
be a mere coincidence. Rather, these events were all part of the larger 
transformation process of the conceptual framework of human distress 
from the somatopsychic to psychosomatic to psychic (Kleinman, 1986). 
Within the traditional value systems found in the East and the West, 
family cohesion, that is, the interdependence among the members of an 
extended family, is valued. There is less concern for the needs of the 
individual. In such a collective social environment, somatization could 
become an acceptable way to channel one's suffering. The expression of 
personal pain and distress may thus be sanctioned. Traditional social 
structures and family systems collapsed in the West as a result of the 
Industrial Revolution. The old coherent and relatively collective structures 
were replaced by more fragmented structures. There was less emphasis on 
the extended family and more on the individual. In this environment, it is 
acceptable to express pain and distress through intrapsychic and individual 
idioms. A good example could be Freudian psychology which focuses on 
intrapsychic forces and drives for the origin of psychopathology. The unit 
of analysis and treatment is the individual (Mitchell, 1988). 
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Both depression and neurasthenia were originally Western diagnostic 
labels. Similar phenomena of depression and neurasthenia have also been 
found in the ancient Chinese medical records. Nevertheless, the adoption of 
these two terms in the West and China followed a reverse pattern from one 
another. While depression is currently one of the most common diagnoses 
in the West, especially in the United States, neurasthenia has been 
abandoned completely as a diagnostic entity in the latest revision of the 
DSM-III. On the other hand, while depression and neurasthenia were 
introduced to China at about the same time, depression never became 
popular within Chinese culture, regardless of the medical orientation of 
either Western trained or traditional Chinese medical professionals. Quite 
the contrary, neurasthenia has not only flourished among the traditional 
Chinese medical professionals, it is also well recognized by the lay public 
(Lee, 1980). Sometimes even Western trained doctors have to use the term 
in communication with their Chinese patients concerning certain illnesses. 
Kleinman (1986) has proposed that neurasthenia is a transitional term in 
the process of social transformation from an interdependent to self-
reliant/autonomous structure, and of the evolution of emphasis on 
somatopsychic to psychosomatic to psychic. 
Could neurasthenia be possibly Chinese depression in disguise-a 
hypothesis proposed by Kleinman? Based on Kleinman's definition of 
somatization, it is possible that neurasthenia is the label for the somatization 
of an emotional problem, namely depression, within Chinese culture. 
Although some research findings are pointing in that direction, serious 
questions are posed by the methodology of the research. The diagnosis of 
neurasthenia is not standardized in the Chinese diagnostic system. Some of 
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the diagnoses comes from the impression of the diagnosticians, i.e., from 
the orientation and style of the psychiatrists rather than from standard 
procedures. To some extent, the use of psychiatric labels are dictated by 
internal and external politics. Currently the field of psychiatry is 
dominated by Western European and American thinking. There is a strong 
emphasis in psychological and affective factors in the diagnosis of 
depression in the DSM-III and ICD. 
The relationship between neurasthenia, depression and somatization 
is yet to be determined. The present study will not provide an answer for 
this ambitious enterprise. Instead, the presentation of depressive 
symptomatology will be examined as a preliminary step in the ongoing 
effort to understand the nature of depression. 
CHAPTER III 
STATEMENT OF THE PROBLEM AND HYPOTHESES 
Purposes 
Contradictory findings of various cross-cultural studies on 
depression have resulted in part, from confusion in the conceptualization, 
definition, and diagnostic criteria of depression, as well as serious 
methodological problems in the research design. The present study attempts 
to overcome some of these methodological problems and examine 
depressive symptomatology cross-culturally among Chinese in three 
different geographic regions: the People's Republic of China (PRC), 
Taiwan, and Hong Kong as well as Americans. 
Previous researchers have confused the terms "cultural," "ethnic," 
and "racial" in referring to groups of people who share similar physical, 
historical, language, or other characteristics. There is a tendency among 
the researchers to use these terms interchangeably as if they have the same 
meaning. In the case of Chinese culture, researchers often assume that it is 
a monoethnic or monocultural group. Findings from studies using Chinese 
from one locality are often generalized to Chinese in other geographic 
regions. The selected samples studied may be biased in terms of 
socioeconomic status, educational level, age, and geographical area. 
Therefore they may not be representative of the Chinese population as a 
whole. The findings of different studies may be limited to narrowly 
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defined groups, and general conclusions about Chinese culture may be 
unwarranted. Furthermore, the contradictory findings observed when 
comparisons are made across different studies may be due to sampling bias 
rather than real differences. It is important to bear in mind that the variety 
of cultural, geographical, and historical diversity embodied in the word 
"Chinese" is easily as rich as that embodied in the word "European". 
There has been no research so far using a single measure to study 
depression in the Chinese populations in all three of the locales proposed in 
this study. Although the majority of the population in each of the three 
locales are ethnic Chinese, each locale has a different political system, 
social system, and historically a different degree of Western influence. 
Each of these factors has a direct impact on the medical and mental health 
care systems of the three locales. All of these factors could possibly affect 
how the Chinese in each locale conceptualize their emotional problems and 
utilize the existing available mental health care services. 
In the present study, a more homogeneous sampling than is seen in 
most studies will be attempted by using college students. There are several 
methodological advantages in using college students (Crittenden et al., 
1992). First, there is the ease of recruitment and administration. Students 
are relatively articulate and available for group administration. Second, 
students from different countries come from similar social strata, thus 
minimizing the likelihood that major socioeconomic differences will be 
confounded with the cultural ones that are our central concern. Third, 
because of the universal demands of the student role and the cosmopolitan 
character of student culture, the stresses produced by the college 
experience and environment are likely to be similar around the world. 
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Thus, a student sample is a conservative one for the purpose of examining 
cultural differences (Chandler, Shama, & Wolf, 1983). At this stage in the 
development of cross-cultural research on depression, it is probably better 
to risk understatement than overstatement of cultural differences. 
The rationale for utilizing Chinese subjects in the PRC, Taiwan, and 
Hong Kong instead of Chinese in the United States is that there is evidence 
showing that immigrants to the United States may become quickly 
acculturated to the mainstream culture in the United States. Once 
individuals become Western acculturated, there may also be a change in 
their values, beliefs, and behavior (Arnemann, 1992). However, which 
aspects of Western acculturation precipitate this change are not currently 
well understood. Therefore, this study will not utilize Chinese-Americans 
because of the additional confounds created by differing rates of Western 
acculturation due to length of time in the U.S., number of family members 
present in the household, and other factors which have been demonstrated 
to influence Western acculturation within the borders of the U.S. 
Many of the scales used previously in cross-cultural research were 
based upon the assumption that depression is a uni-dimensional rather than 
multi-dimensional category of psychopathology. If indeed, in some larger 
sense, depression is universal to the human species, the apparent lack of 
depression reported in some cultures implies that the usual Wes tern based 
description of depression may only be a description that is tied to a 
particular cultural complex. Thus, it is argued that depression is multi-
dimensional. In those scales that treat depression in a multi-dimensional 
approach, the items are often not evenly spread across the different 
dimensions. This lack of symmetry runs the risk of skewing the results 
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(Crittenden et al., 1992). 
The current study is not an attempt to answer the rather unfruitful 
question of whether or not Chinese present somatic or psychological 
symptoms of depression. However, it uses a measure which provides a 
comparison of the profiles of affective, existential, somatic, cognitive, and 
interpersonal subscales of depressive symptomatology among the four 
groups of subjects. Further, there is an equal number of items of 
depressive symptoms in each subscale. These are precisely the items 
pointed out in the previous chapter as more readily lending themselves to a 
questionnaire based study and, unfortunately, may not be a complete list of 
possible channels of depressive symptomatology. Nevertheless, treating 
depression in this way, as multi-dimensional, one might indeed expect to 
find different, characteristic, profiles for the different populations. 
The commonly used self-rating depression scales only ask the 
respondent to rate the frequency of the symptom within a period of time, 
e.g., Zung Self-Rating Depression Scale, SRS (Zung, 1965, 1972) and 
Center for Epidemiologic Studies Depression Scale, CES-D (Radloff, 
1977). However, none of the existing self-rating depression scales except 
the one used in this study examine the duration and severity of the 
depressive symptoms. The dimensions of frequency, duration, and severity 
of the depressive symptoms will be examined in the present study. 
Although Marsella (1985) proposed that the difference 1n self-
structure could possibly affect the presentation of symptoms of depression, 
no research has been done to test this hypothesis. It has been demonstrated 
that, in general, most Asians have a collective self while Westerners present 
a more individuated self (Hui & Triandis, 1986; Triandis, McCusker, & 
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Hui~ 1990). At the cultural level, this phenomenon is labeled collectivism 
vs. individualism. At the individual level, the term "allocentrism" is applied 
when one subordinates his/her goals to the goals of a larger collective. In 
contrast, the term "ideocentrism" is applied when one places the priority of 
her/his personal goals above the goals of the collective. This study will 
examine the relationship between self-structure and the presentation of 
depressive symptomatology according to Marsella's hypothesis. 
Individualism-Collectivism 
Since one of the intentions of the current study is to explore the 
relationship between the collectivist-individualist self-structure and the 
expression of depressive symptoms, the following section will be devoted 
to descriptions of the concepts of individualism and collectivism. 
From a social psychological point of view, culture plays a very 
important role in determining behavior. Triandis et al. (1986) has stated 
that "Culture is a fussy, difficult-to-define construct" (p. 258). One of its 
most important dimensions is individualism and collectivism. The major 
themes of collectivism are self-definition as part of a group's subordination 
of personal goals to in-group goals, concern for the integrity of the in-
group, and intense emotional attachment to the group (Triandis, Bontempo, 
Villareal, Asai, & Lucca, 1988). On the other hand, the major themes of 
individualism are self-definition as an entity that is distinct and separate 
from a group's with emphasis on personal goals, even if pursuit of such 
goals inconveniences the in-group, and with less concern and emotional 
attachment to the in-group. 
Research has shown that the focus and concerns in socialization and 
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parenting patterns in individualist and collectivist cultures are distinct 
(Bond & Hwang, 1986; Ho, 1981, 1986; Hsu, 1953). Socialization 
maintains, confirms, and reinforces cultural demands on the members of 
the culture (Markus & Kitayama, 1991). In individualist cultures, the 
primary concerns of parents are on self-reliance, independence, autonomy, 
finding yourself, self-actualization, and identity exploration (Triandis, 
1989). In collectivist cultures, the primary concerns of parents are 
obedience, conformity, reliability, dependency, and proper behavior. 
Hui (1988) states that "Human behavior is a function of both the 
person and the environment, physical, and social. But people differ in the 
extent of integration with others and the social environment" (p. 17). A 
variety of research shows that self-structure determines considerable 
psychosocial behavior, i.e., cognition, emotion, and motivation (Markus & 
Kitayama, 1991), cognitive, psychosocial, and interpersonal development 
(Dien, 1983, Triandis, 1989), achievement (Holloway, 1988; Holloway, 
Fuller, Hess, Azuma, Kashiwagi, & Gorman, 1990), reward allocation 
(Leung & Bond, 1984), and attributions (Fletcher & Ward, 1988; Schuster, 
Forsterlung, & Weiner, 1989). 
Hofstede (1980) compared citizens of the United States and some 
European countries with those of Asian countries. In his study, the United 
States was found to be the most individualist country and the Asian 
countries in general more collective. Specifically, the Chinese and 
American cultures tend to occupy positions on the two opposite ends of the 
collectivism-individualism spectrum. 
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Hypotheses 
Hypothesis 1: It is hypothesized that the four groups of subjects have 
a different self-structure ranging from Americans being the most 
individualistic, followed by the Hong Kong Chinese and then by the Taiwan 
Chinese, with the Chinese in the People's Republic of China (PRC) being 
the least individualistic. 
Hypothesis 2: It is hypothesized that there is a correlation between 
individualist-collectivist self-structure and the presentation of 
symptomatology of depression. At the individual level, the more 
individualist self-structure one has, the more affective, existential and 
cognitive symptoms the person will present. The more collectivist self-
structure one has, the more somatic and interpersonal symptoms the person 
will present. 
Hypothesis 3: At the group level, it is hypothesized that the four 
samples show a different profile of depressive symptomatology. Chinese in 
the PRC, being the most collective, will present more somatic and 
interpersonal symptoms while the Americans, being the most individualist, 
will show more affective, existential, and cognitive symptoms. Chinese in 
Hong Kong and Taiwan should show profiles which are intermediate 
between the two extreme cases. 
CHAPTER IV 
METHOD 
Subjects 
Four groups of undergraduate subjects each consisting of Chinese 
from the People's Republic of China (PRC), Taiwan, and Hong Kong as 
well as a separate group of Americans in Chicago make up the pool of 
subjects in this study. The subjects were recruited on a voluntary basis 
from major universities in Beijing, the PRC; Hong Kong; Taipei, Taiwan; 
and Chicago, the United States. Only adults between the ages of 17 and 26 
were used in this study. The basic demographic information on the subjects 
is summarized in table 2. 
Materials 
A four-part questionnaire is employed in the present study. The 
measures were administered in either Chinese or English depending on the 
subjects' first language (see Appendixes 1 and 2). In addition, in the case of 
the PRC subjects, the "simplified" rather than "classical" form of Chinese 
characters were used. There are slight variations in the instructions in the 
demographic section in each of the Chinese versions in order to make them 
more colloquial for the Chinese subjects in each of the different locales. In 
the Chinese versions of the questionnaire, the subjects were not required to 
sign the informed consent form in order to minimize the great fear of 
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TABLE 2 
LIST OF DEMOGRAPHIC VARIABLES, FREQUENCIES 
AND PERCENTS 
Variable N % 
Place 
Beijing 117 26.531 
Taiwan 99 22.449 
Hong Kong 133 30.159 
Chicago 92 20.862 
Total 441 100.000 
Gender 
Male 178 40.363 
Female 263 59.637 
Total 441 100.000 
Age ( at last birthday) 
17 5 1.134 
18 49 11.111 
19 141 31.973 
20 97 21.995 
21 79 17.914 
22 44 9.977 
23 13 2.948 
24 6 1.361 
25 7 1.587 
Total 441 100.000 
Marital Status 
Single 433 98.186 
Married 5 1.134 
Divorced 2 .454 
Missing Data 1 .227 
Total 441 100.000 
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TABLE 2-Continued. 
Education Completed 
High School or equivalent (Freshmen) 123 27.891 
First Year of College (Sophomore) 168 38.095 
Second Year of College (Junior) 81 18.367 
Third Year of College (Senior) 65 14.739 
Hold Bachelor's Degree/Equivalent 3 .680 
Missing Data 1 .227 
Total 441 100.000 
Father's Level of Education 
No Formal Education 9 2.041 
Some Elementary School 26 5.896 
Completed Elementary School/Equivalent 48 10.884 
Some High School 52 11.791 
High School Graduate/Equivalent 120 27.211 
Some College 53 12.018 
Hold Bachelor's Degree/Equivalent 89 20.181 
Some Graduate School 9 2.041 
Hold Master's Degree/Equivalent 16 3.628 
Hold Doctoral Degree/Equivalent 16 3.628 
Missing Data 3 .680 
Total 441 100.000 
Mother's Level of Education 
No Formal Education 22 4.989 
Some Elementary School 48 10.884 
Completed Elementary School/Equivalent 71 16.100 
Some High School 39 8.844 
High School Graduate/Equivalent 126 28.571 
Some College 41 9.297 
Hold Bachelor's Degree/Equivalent 67 15.193 
Some Graduate School 9 2.041 
Hold Master's Degree/Equivalent 12 2.721 
Hold Doctoral Degree/Equivalent 4 .907 
Missing Data 2 .454 
Total 441 100.000 
TABLE 2-Continued. 
Chronic Diseases 
Yes 
No 
Total 
69 
372 
441 
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15.646 
84.354 
100.000 
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identification that Chinese subjects might have. Instead, they were asked to 
check the statement after they had read and fully understood it, and were 
willing to participate in the present study. This encouraged true responses 
from the Chinese subjects and ensured their participation in the present 
study. 
Part I: Individualism-Collectivism Scale (ICS) 
Part I consists of the Individualism-Collectivism Scale, ICS, 
developed by Triandis et al. (1986) with the collaboration of researchers 
from nine countries. The scale consists of 14 of the original 63 questions of 
the Individualism-Collectivism Scale (INDCOL) developed by Hui (1984). 
Responses to the 14 items are rated on a 9-point scale ranging from 
strongly agree to strongly disagree. The questions are worded in alternate 
forms of individualism and collectivism. Factor analysis of this scale 
revealed four factors which discriminate individualism from collectivism. 
The four factors are: (1) self reliance with hedonism; (2) separation from 
in-groups; (3) family integrity; and (4) interdependence and sociability. 
The total score on the ICS for each subject is the sum of the scores on the 
14 items. A high mean score on the Individualism-Collectivism Scale 
indicates an individualist self-structure while a low mean score indicates a 
collective self-structure. 
Part II: Symptoms of Depression Scale (SODS) 
Part II consists of the Symptoms of Depression Scale, SODS, 
developed by Marsella (1980b, 1993b). This scale was designed to be a 
refined measure of depressive symptomatology such that it includes the 
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three dimensions of frequency, duration, and severity of the symptoms 
with five subscales. It consists of a series of 30 depressive symptom items 
with six items on each of the five subscales, i.e., affective, existential, 
somatic, cognitive, and interpersonal. The 30 symptoms are presented in 
alternating order on the questionnaire. 
In the present study, the goal of the SODS is to establish depressive 
symptomatology profiles along the five subscales for each of the four 
subject groups. This is accomplished in a number of steps. First, subjects 
were asked to indicate all the depressive symptoms they experienced during 
the past 14 days by circling the item number of those symptoms. The total 
number of items endorsed by the subjects was calculated to give the Total 
Endorsement index. Second, the number of items endorsed in each subscale 
was computed yielding the Subscale Endorsement indices. Third, the mean 
frequency (i.e., how often the symptom occurred for the subject during the 
past 14 days) for each subscale was computed from the entered values for 
each symptom in each subscale. These frequency values were computed as 
the simple products of the values entered (how many days in the past 14 
days the symptom occurred times how many occurrences on each day). 
Fourth, a 5-point scale was used to indicate the duration and severity of the 
depressive symptoms. The mean scores on duration and severity for each 
of the five depressive subscales were calculated. 
Part III: Symptoms of Depression Scale (SODS) with Scenario 
Part III consists of another administration of the SODS but with a 
new set of instructions. That is, instead of asking the subjects to report 
their actual experience in the past 14 days, they were asked to report their 
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experience when they broke up with their lover. If they never had such an 
experience, they were asked to imagine what it would be like to break up 
with their lover. It is assumed that human beings will experience 
depression and grief universally when they experience a loss such as 
someone whom they love. Failing in a relationship is a common 
phenomenon found in young adults in contemporary Chinese and American 
culture. The assumption is that this scenario would provide a standardized 
stress stimulus which would induce depressive experience for the subjects. 
The subjects were required only to rate the severity of those symptoms that 
may or may not have occurred to them. 
Part IV: Demographic Information 
Part IV consists of questions about demographic information on the 
subject. Towards the end, there is one question asking the subject to rate 
their mood on a 9-point scale ranging from extremely happy to extremely 
unhappy: 
29. Please indicate your overall mood in the past 14 days 
by circling the appropriate number in the following 9-
point scale? 
To examine the attitude and difficulty that the subjects have in answering 
the questionnaire, the following questions were asked: 
30. How much did you enjoy completing this questionnaire? 
31. How difficult was this questionnaire for you to 
complete? 
In addition, the validity of the subjects' responses was checked by a 
question: 
32. How much do you believe your responses are an 
accurate reflection of your feelings about the topics 
addressed? 
Procedure 
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The questionnaire, originally developed in English, was translated 
into Chinese for the purposes of this study. The method of back translation 
(Brislin, 1970) was used to ensure the equivalence of the two versions. All 
the translators were bilinguals fluent in both Chinese and English. The first 
step involved the translation of the English version into Chinese. The 
obtained Chinese version was then translated back into English. Different 
translators were used in the two directions. The original English version 
and the translated English version were compared for their equivalence. If 
the items of the two English versions are compatible, then the Chinese 
version was accepted as a valid translation. The back translation procedures 
used in this study are illustrated in fig. 1. 
Two Chinese-English bilinguals translated the original English 
questionnaire into Chinese. Two independent Chinese-English bilinguals 
translated the Chinese versions back into English. The author and two other 
Chinese-English bilinguals compared the original and back translated 
English versions discussing and debating the compatibility of the each item 
in the questionnaire. The final Chinese translation is adopted in the study 
based on the consensus among the three. 
The English version was administrated to the Americans in Chicago. 
There is a total of three Chinese versions of the questionnaire printed in 
either the classical or the simplified versions of Chinese characters. The 
English 
(original) 
bilingual 1 bilingual 3 
bilingual 2 bilingual 4 
► Chinese --------►- English 
(translated) (back translated) 
(com arisons made to resolve discre ancies) 
author 
bilingual 5 
bilingual 6 
Fig. 1. The back translation method used in this study. 
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Chinese subjects in Taiwan and Hong Kong completed the classical Chinese 
versions and those in PRC completed the simplified Chinese version. There 
are slight differences among the three Chinese versions in the instructions 
and examples given in the questionnaire in order to make the questionnaire 
more colloquial. However, all of the questions asked were exactly the same 
in the three versions. 
Subjects were recruited through regular class instructors at major 
universities in Beijing, the PRC; Taipei, Taiwan; Hong Kong; and Chicago, 
the United States. Questionnaires were distributed to volunteers in their 
classes. The volunteer subjects completed the packet of three measures at 
home or in the case of the Americans, in small groups at school, and 
returned them to the class instructor. All measures were filled out in 
complete confidentiality and anonymity. 
CHAPTERV 
RESULTS 
Self-Structures (ICS Scores) and Ethnicity 
The Individualism-Collectivism Scale (ICS) is a measure of the 
relative self-structure. The total ICS score for the subjects was obtained by 
summing the scores of their responses to the 14 items on the ICS. A high 
mean score on the ICS indicates an individualist self-structure, while a low 
mean score indicates a collective self-structure. Hypothesis 1 stated that the 
four groups of subjects have a different self-structure ranging from 
Americans being the most individualistic, followed by the Hong Kong 
Chinese and then by the Taiwan Chinese, with the Chinese in the People's 
Republic of China (PRC) being the least individualistic. As a test of 
Hypothesis 1, a one-way analysis of variance (ANOV A) was performed to 
determine if there is any difference in the self-structure among subjects 
from Beijing, Taipei, Hong Kong, and Chicago. The number of subjects, 
and the means and standard deviations of the ICS scores are shown in table 
3 and the outcome data of the ANOV A are summarized in table 4. 
The range of the scores is very small with the lowest mean score 
being 4.095 with a standard deviation of .590 and the highest being 4.314 
with a standard deviation of .604. The analysis yielded a significant main 
effect (E (3, 437) = 2.858; p_ = .0367). Post hoc analysis using Newman-
Keuls tests showed that Chicago subjects have significantly higher mean 
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TABLE 3 
MEANS AND STANDARD DEVIATIONS OF ETHNIC 
GROUP AS INDEPENDENT VARIABLE AND ICS 
SCORE AS DEPENDENT VARIABLE (SODS) 
Ethnic Group N M SD 
Beijing 117 4.096 .590 
Taipei 99 4.115 .523 
Hong Kong 133 4.132 .614 
Chicago 92 4.314 .604 
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TABLE 4 
ONE-WAY ANALYSIS OF VARIANCE WITH ETHNIC GROUP 
AS INDEPENDENT VARIABLE AND ICS SCORE 
Source 
Ethnic Group 
Residual 
AS DEPENDENT VARIABLE (SODS) 
3 
437 
.982 
.344 
F 
2.858 .0367 
96 
97 
ICS scores than that of the three Chinese groups. However, no difference 
was found among the three Chinese groups. Thus, Hypothesis 1 is only 
partially supported by the results of this study, i.e., the American subjects 
have a more individualist self-structure than the Chinese subjects from 
Hong Kong, Taiwan, and Beijing. 
Self-Structures, Ethnicity, and Depressive Symptoms 
The Scale of Depressive Symptoms (SODS) is designed to measure 
the number of depressive symptoms as well as frequency, duration, and 
severity of these symptoms along five depressive subscales (affective, 
existential, somatic, cognitive, and interpersonal). There is a total of 30 
questions on the SODS, with each of the five depressive subscales being 
measured by six questions. The total endorsement number of depressive 
symptoms (Total Endorsement) is obtained by summing the number of 
items out of the 30 items endorsed by the subjects. The number of 
depressive symptoms in each subscale is calculated by summing the number 
of endorsed items within each subscale (Subscale Endorsement). 
The resulting range of mean ICS scores among all subjects 1s 
extremely small. In order to test Hypothesis 2 (i.e., to assess the 
relationship between the self-structure and the depressive symptomatology 
among different subjects), the subjects were divided evenly into two groups 
based on mean ICS scores. The two groups were constructed by rank 
ordering the subjects' mean ICS scores from low to high. The first half of 
the subjects (i.e., those with relatively low mean ICS scores) is categorized 
as having a collective self-structure while the second half of the subjects 
(i.e., those with relatively high mean ICS scores) is categorized as having 
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an individualist self-structure. A new variable consists of the two categories 
of the self-structure is labeled as I-C. 
Two types of ANOVA were performed to determine if there was 
any interaction between the self-structure and the pattern of endorsement. 
First, at the gross level, a one-way ANOV A was carried out to examine the 
relationship between the self-structure and the Total Endorsement of the 30 
items. The number of subjects, and the means and standard deviations of 
the Total Endorsement are presented in table 5 followed by the results of 
the ANOV A in table 6. 
The results reveal that there is no significant difference in the Total 
Endorsements between the individuals with collectivist and individualist 
self-structures. 
Second, to examme the relationship of the self-structure at the 
subscale level, a two (self-structures) by five (subscales) ANOV A test with 
the five depressive subscales as repeated measures was performed. Data are 
summarized in table 7 and the results of the ANOV A are reported in table 
8. 
It was predicted in Hypothesis 2 that there will be a relationship 
between individualist-collectivist self-structure and the presentation of 
symptomatology of depression at the individual level, such that the more 
individualist self-structure one has, the more affective, existential and 
cognitive symptoms the person will present. The more collectivist self-
structure one has, the more somatic and interpersonal symptoms the person 
will present. As the above tables indicate, the interactions between the self-
structure and the endorsement of the depressive subscales was not 
significant. Therefore, Hypothesis 2 was not supported by the current 
TABLE 5 
MEANS AND STANDARD DEVIATIONS OF I-C (SELF-
STRUCTURE) AS INDEPENDENT VARIABLE AND 
TOTAL ENDORSEMENT AS DEPENDENT 
VARIABLE (SODS) 
I-C 
Collectivist 
Individualist 
N 
220 
221 
M 
10.314 
10.864 
5.223 
6.494 
99 
Source 
1-C 
Residual 
TABLE 6 
ONE-WAY ANALYSIS OF VARIANCE WITH I-C (SELF-
STRUCTURE) AS INDEPENDENT VARIABLE AND 
TOTAL ENDORSEMENT AS DEPENDENT 
VARIABLE (SODS) 
1 
439 
MS 
33.425 
34.746 
F 
.962 .3272 
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TABLE 7 
MEANS AND STANDARD DEVIATIONS OF SUBSCALE 
ENDORSEMENT AS A FUNCTION OF 
1-C (SELF-STRUCTURE) (SODS) 
1-C Subscale N Mean SD 
Collectivist Affective 220 2.795 1.633 
Existential 220 .986 1.409 
Somatic 220 1.995 1.367 
Cognitive 220 2.768 1.774 
Interpersonal 220 1.768 1.442 
Individualist Affective 221 2.869 1.705 
Existential 221 1.262 1.602 
Somatic 221 1.995 1.448 
Cognitive 221 2.733 1.999 
Interpersonal 221 2.005 1.617 
TABLE 8 
REPEATED MEASURES ANALYSIS OF VARIANCE OF 
SUBSCALE ENDORSEMENT AS A FUNCTION 
OF I-C (SELF-STRUCTURE) (SODS) 
Source df MS F 
Between Subjects 
1-C 1 6.685 .962 .3272 
Subject (1-C) 439 6.949 
Within Subjects 
Subscale 4 216.684 144.091 <.0001 
Subscale X 1-C 4 2.151 1.431 .2213 
Subscale X Subject (1-C) 1756 1.504 
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findings. 
Hypothesis 3 predicted that at the group level, the four ethnic groups 
show a different profile of depressive symptomatology. Chinese in· the 
PRC, being the most collective, were predicted to present relatively more 
somatic and interpersonal symptoms while the Chicagoans, being the most 
individualist, were predicted to show relatively more affective, existential, 
and cognitive symptoms. Chinese in Hong Kong and Taiwan were predicted 
to show profiles which are intermediate between the two extreme cases. 
Hypothesis 3 is an extension of Hypotheses 1 and 2 to the group level. 
Although Hypotheses 1 is partially supported and Hypothesis 2 is not 
supported by the findings of the present study, and that no significant 
relationship is found between the self-structure and the presentation of 
symptomatology of depression, it is still meaningful to further explore 
whether there is any significant difference in the Total Endorsement as 
well as the Subscale Endorsement among the four ethnic groups of subjects. 
This is done to examine the cultural differences in the presentation of 
depressive symptoms. The following tables (see tables 9 and 10) 
summanze the data and results of the four ( ethnic groups) by five 
(subscales) ANOVA test. 
The results revealed that the Total Endorsement scores differ 
significantly among the four ethnic groups of subjects (E (3, 437) = 6.758; 
p_ = .0002). In probing the group differences, Newman-Keuls tests were 
performed which indicated that the subjects in Taipei endorsed significantly 
more depressive items than any of the other three groups. However, there 
was no significant difference in the Total Endorsement among the subjects 
from Beijing, Hong Kong, and Chicago. 
TABLE 9 
MEANS AND STANDARD DEVIATIONS OF ETHNIC 
GROUP AS INDEPENDENT VARIABLE AND 
TOTAL ENDORSEMENT AS DEPENDENT 
VARIABLE (SODS) 
Ethnic Group N M SD 
Beijing 117 10.120 6.237 
Taipei 99 12.879 5.515 
Hong Kong 133 9.744 5.027 
Chicago 92 9.946 6.446 
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TABLEl0 
ONE-WAY ANALYSIS OF VARIANCE WITH ETHNIC GROUP AS 
INDEPENDENT VARIABLE AND TOTAL ENDORSEMENT 
AS DEPENDENT VARIABLE (SODS) 
Source 
Ethnic Group 
Residual 
3 
437 
MS 
225.935 
33.430 
F 
6.758 .0002 
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A four (ethnic groups) by five (subscales) ANOV A test with the five 
depressive subscales as the repeated measures was conducted to examine the 
differences in the endorsement for each of the five depressive subscales 
among the four groups of subjects. The data and results are summarized in 
tables 11, 12, and 13. 
Of particular interest in this analysis is the significant interaction 
between ethnicity and subscales (F (12, 1748) = 4.424; p_ < .0001). Post hoc 
analysis was performed by using the Newman-Keuls test. Results showed 
that the Taipei subjects' endorsement is significantly higher of both the 
affective and cognitive symptoms than were the other three ethnic groups. 
For the existential and interpersonal subscales, the Taipei subjects have 
significantly higher endorsement than the Hong Kong and Chicago subjects. 
For the somatic subscale, Chicago subjects have significantly higher 
endorsement than the Beijing and Hong Kong subjects. Although the four 
ethnic groups of subjects show a different profile of depressive 
symptomatology, the relative endorsement of each subscale is different 
from what was predicted in Hypothesis 3. Thus, Hypothesis 3 is refuted by 
the current findings. In addition, these results do not support the earlier 
claim that Chinese have more somatic complaints while Westerners have 
more affective complaints in depression. The results are graphically 
presented in fig. 2. 
One of the purposes of the present study was to compare the profiles 
of the depressive symptoms along the five subscales with respect to 
frequency, duration, and severity. For each item on the SODS, the subjects 
were asked to indicate the number of days in the past 14 days the symptoms 
had occurred and the number of times of occurrence in each day they were 
TABLE 11 
MEANS AND STANDARD DEVIATIONS OF SUBSCALE 
ENDORSEMENT AS A FUNCTION OF 
ETHNIC GROUP (SODS) 
Ethnic Group Subscale N Mean SD 
Beijing Affective 117 2.744 1.713 
Existential 117 1.077 1.543 
Somatic 117 1.752 1.542 
Cognitive 117 2.556 1.905 
Interpersonal 117 1.991 1.477 
Taipei Affective 99 3.505 1.600 
Existential 99 1.576 1.673 
Somatic 99 2.071 1.350 
Cognitive 99 3.475 1.809 
Interpersonal 99 2.253 1.541 
Hong Kong Affective 133 2.602 1.527 
Existential 133 .925 1.318 
Somatic 133 1.850 1.252 
Cognitive 133 2.669 1.778 
Interpersonal 133 1.699 1.414 
Chicago Affective 92 2.554 1.706 
Existential 92 .989 1.486 
Somatic 92 2.435 1.409 
Cognitive 92 2.337 1.923 
Interpersonal 92 1.630 1.695 
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TABLE 12 
REPEATED MEASURES ANALYSIS OF VARIANCE OF 
SUBSCALE ENDORSEMENT AS A FUNCTION 
OF ETHNIC GROUP (SODS) 
Source df MS F 
Between Subjects 
Ethnic Group 3 45.187 6.758 .0002 
Subject (Ethnic Group) 437 6.686 
Within Subjects 
Subscale 4 216.684 147.311 <.0001 
Subscale X Ethnic Group 12 6.507 4.424 <.0001 
Subscale X Subject (Ethnic Group) 1748 1.471 
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TABLE 13 
SUMMARY OF THE SIGNIFICANT INTERACTION 
OF NEWMAN-KUELS POST HOC 
ANALYSIS (SODS) 
Subscale 
Affective 
Existential 
Somatic 
Cognitive 
Interpersonal 
Significant Interaction 
Taipei > Beijing 
Taipei > Hong Kong 
Taipei > Chicago 
Taipei > Hong Kong 
Taipei > Chicago 
Chicago > Beijing 
Chicago > Hong Kong 
Taipei > Beijing 
Taipei > Hong Kong 
Taipei > Chicago 
Taipei > Hong Kong 
Taipei > Chicago 
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Fig. 2. The profiles of the subscale endorsement as a function 
of the ethnic group (SODS). 
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Beijing 
Taipei 
Hong Kong 
Chicago 
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affected. The original intent was to report the frequency by using the 
product of days and times. However, a number of Chinese subjects from 
Beijing, Taipei, and Hong Kong expressed in the comments section that it 
was difficult for them to quantify their experience into how many times 
per day. In addition, the Chinese subjects indicated that they could not 
accurately remember how many times a particular symptom occurred each 
day. None of the Chicago subjects reported the same difficulties as the 
Chinese subjects. Therefore, in this analysis, the frequency was obtained by 
simply using the data on the number of days that the symptoms had 
occurred in the past 14 days. The scores on frequency for each of the five 
depressive subscales was obtained by summing the number of days for all 
of the endorsed items on the subscale divided by the number of items 
endorsed on that subscale. 
The subjects were also asked to indicate the duration and severity of 
the depressive symptoms when they arose. A five-point scale is used to 
indicate the duration and severity of the depressive symptoms. For 
duration, this breaks down as 1 for "brief", 2 for "short", 3 for 
"moderately long", 4 for "long", and 5 for "very long". For severity, this 
breaks down as 1 for "no problem", 2 for "very mild", 3 for "mild", 4 for 
"strong", and 5 for "very strong". The mean scores on duration and 
severity for each of the five depressive subscales were calculated for 
further statistical analysis. 
Three four (ethnic groups) by five (subscales) ANOV As with the 
five depressive subscales as repeated measures were performed for the 
frequency, duration, and severity of the depressive symptoms respectively. 
For frequency of the depressive symptoms, the data and results are 
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summarized in tables 14, 15 and 16. The analysis showed that there is a 
significant interaction between ethnicity and the frequency of the 
depressive symptoms reported (F (12, 1748) = 5.996; 12 < .0001). Post hoc 
analysis using the Newman-Keuls test revealed that the Chicago subjects 
have significantly more frequent somatic symptoms than any of the three 
Chinese groups while there is no significant difference found in the 
frequency of the somatic symptoms among the other three ethnic groups. 
Furthermore, the Taipei subjects reported significantly more frequent 
cognitive symptoms when compared to the other three groups. The other 
three ethnic groups did not have any significant differences in the 
frequency of the cognitive symptoms among them. With the affective 
symptoms, Taipei subjects reported significantly more frequent symptoms 
than the Hong Kong and Chicago subjects but not the Beijing subjects. 
However, the Beijing subjects have significantly more frequent affective 
symptoms than the Hong Kong subjects. The graphical presentation of these 
results can be found in fig. 3. 
For duration of the depressive symptoms, the data and findings of 
the ANOV A are summarized in tables 17, 18, and 19. Results revealed that 
there is a significant interaction between ethnicity and the duration of the 
depressive symptoms reported (F (12, 1748) = 2.138; 12 = .0125). In 
probing the differences among the four ethnic groups, the Newman-Keuls 
test was performed which indicated that Chicago subjects have significantly 
longer duration of the somatic symptoms than any of the three Chinese 
groups; however, no significant difference in duration of the somatic 
symptoms was found among the three Chinese groups. In addition, Taipei 
subjects reported significantly longer duration of the existential symptoms 
TABLE 14 
MEANS AND STANDARD DEVIATIONS OF FREQUENCY 
OF SYMPTOMS OF DEPRESSIVE SUBSCALES AS 
A FUNCTION OF ETHNIC GROUP (SODS) 
Ethnic Group Subscale N Mean SD 
Beijing Affective 117 2.533 2.343 
Existential 117 .899 1.566 
Somatic 117 1.546 1.697 
Cognitive 117 2.350 2.397 
Interpersonal 117 1.883 1.727 
Taipei Affective 99 3.020 2.399 
Existential 99 1.138 1.621 
Somatic 99 2.047 1.901 
Cognitive 99 3.621 2.787 
Interpersonal 99 2.030 2.026 
Hong Kong Affective 133 1.901 1.918 
Existential 133 .634 1.273 
Somatic 133 1.704 1.674 
Cognitive 133 2.360 2.349 
Interpersonal 133 1.460 1.780 
Chicago Affective 92 2.431 2.864 
Existential 92 1.013 2.213 
Somatic 92 3.063 2.920 
Cognitive 92 2.649 2.882 
Interpersonal 92 1.639 2.236 
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TABLE 15 
REPEATED MEASURES ANALYSIS OF VARIANCE OF FREQUENCY 
OF SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SODS) 
Source df MS F 
Between Subjects 
Ethnic Group 3 63.581 4.817 .0026 
Subject (Ethnic Group) 437 13.200 
Within Subjects 
Subscale 4 215.472 88.969 <.0001 
Subscale X Ethnic Group 12 14.522 5.996 <.0001 
Subscale X Subject (Ethnic Group) 1748 2.422 
TABLE 16 
SUMMARY OF THE SIGNIFICANT INTERACTION 
OF NEWMAN-KUELS POST HOC 
ANALYSIS (SODS) 
Subscale 
Affective 
Existential 
Somatic 
Cognitive 
Interpersonal 
Significant Interaction 
Beijing > Hong Kong 
Taipei > Hong Kong 
Taipei > Chicago 
Chicago > Beijing 
Chicago > Taipei 
Chicago > Hong Kong 
Taipei > Beijing 
Taipei > Hong Kong 
Taipei > Chicago 
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Fig. 3. The profiles of the frequency of symptoms of the depressive 
subscales as a function of the ethnic group (SODS). 
TABLE 17 
MEANS AND STANDARD DEVIATIONS OF DURATION OF 
SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SODS) 
Ethnic Group Subscale N Mean SD 
Beijing Affective 117 1.773 .896 
Existential 117 .826 1.095 
Somatic 117 1.825 1.353 
Cognitive 117 1.509 1.055 
Interpersonal 117 1.893 1.301 
Taipei Affective 99 1.874 .658 
Existential 99 1.181 1.048 
Somatic 99 1.943 .977 
Cognitive 99 1.698 .682 
Interpersonal 99 1.754 .921 
Hong Kong Affective 133 1.698 .884 
Existential 133 .908 1.189 
Somatic 133 1.913 1.087 
Cognitive 133 1.520 .799 
Interpersonal 133 1.590 1.136 
Chicago Affective 92 1.865 1.022 
Existential 92 1.038 1.304 
Somatic 92 2.360 .866 
Cognitive 92 1.741 1.230 
Interpersonal 92 1.643 1.479 
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TABLE 18 
REPEATED MEASURES ANALYSIS OF VARIANCE OF DURATION 
OF SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SODS) 
Source df MS F 
Between Subjects 
Ethnic Group 3 5.169 2.329 .0738 
Subject (Ethnic Group) 437 2.219 
Within Subjects 
Subscale 4 65.286 74.703 <.0001 
Subscale X Ethnic Group 12 1.868 2.138 .0125 
Subscale X Subject (Ethnic Group) 1748 .874 
TABLE 19 
SUMMARY OF THE SIGNIFICANT INTERACTION 
OF NEWMAN-KUELS POST HOC 
ANALYSIS (SODS) 
Subscale 
Affective 
Existential 
Somatic 
Cognitive 
Interpersonal 
Significant Interaction 
Taipei > Beijing 
Chicago > Beijing 
Chicago > Taipei 
Chicago > Hong Kong 
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than Beijing subjects. These results are graphically presented in fig. 4. 
Finally, for severity of the depressive symptoms, the data and results 
of the ANOVA are summarized in tables 20, 21, and 22. The analysis 
showed that the interaction between ethnicity and the severity of the 
depressive symptoms is significant (F (12, 1748) = 2.613; 12 = .0019). 
Newman-Keuls tests were performed as the post hoc analysis. Once again, 
Chicago subjects showed significantly more severe somatic symptoms than 
any of the three Chinese groups while there was no significant difference 
found among the three Chinese groups. Beijing subjects reported 
significantly less severe affective symptoms than Chicago subjects and 
significantly less severe cognitive symptoms than the Hong Kong subjects. 
The graphical presentation of these results are shown in fig. 5. 
Symptoms of Depression Scale (SODS) in the Scenario 
The SODS was re-administrated with the introduction of a scenario 
in which the subject was instructed to recall or imagine her/his experiences 
of breaking up with one's boy/girl-friend. This is done based on the 
assumption that this would provide a standardized stimulus to elicit a 
universal response of depression to grieving a loss. This was an alternative 
approach to test out Hypotheses 2 and 3 again. The subjects were required 
to rate only the severity of the depressive symptoms, but not their 
frequency or duration. Similar statistical procedures to those used in the 
previous sections in examining the relationship between the self-structure 
and patterns of depressive symptoms were repeated here. First, a one-way 
ANOV A was performed to examine the Total Endorsement as a function of 
self-structure. Second, a two (self-structures) by five (subscales) ANOV A 
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Fig. 4. The profiles of the duration of symptoms of the depressive 
subscales as a function of the ethnic group (SODS). 
TABLE 20 
MEANS AND STANDARD DEVIATIONS OF SEVERITY OF 
SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SODS) 
Ethnic Group Subscale N Mean SD 
Beijing Affective 117 1.915 .985 
Existential 117 .844 1.123 
Somatic 117 1.755 1.367 
Cognitive 117 1.718 1.147 
Interpersonal 117 1.484 1.118 
Taipei Affective 99 2.127 .922 
Existential 99 1.357 1.216 
Somatic 99 2.012 1.106 
Cognitive 99 2.064 .925 
Interpersonal 99 1.537 .999 
Hong Kong Affective 133 2.124 1.028 
Existential 133 1.008 1.311 
Somatic 133 2.168 1.298 
Cognitive 133 2.125 1.204 
Interpersonal 133 1.399 1.166 
Chicago Affective 92 2.340 1.327 
Existential 92 1.231 1.541 
Somatic 92 2.613 1.040 
Cognitive 92 2.054 1.424 
Interpersonal 92 1.607 1.427 
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TABLE 21 
REPEATED MEASURES ANALYSIS OF VARIANCE OF SEVERITY 
OF SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SODS) 
Source df MS F 
Between Subjects 
Ethnic Group 3 16.461 5.176 .0016 
Subject (Ethnic Group) 437 3.180 
Within Subjects 
Subscale 4 90.916 92.567 <.0001 
Subscale X Ethnic Group 12 2.567 2.613 .0019 
Subscale X Subject (Ethnic Group) 1748 .982 
TABLE 22 
SUMMARY OF THE SIGNIFICANT INTERACTION 
OF NEWMAN-KUELS POST HOC 
ANALYSIS (SODS) 
Subscale 
Affective 
Existential 
Somatic 
Cognitive 
Interpersonal 
Significant Interaction 
Chicago > Beijing 
Chicago > Beijing 
Chicago > Taipei 
Chicago > Hong Kong 
Hong Kong > Beijing 
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Fig. 5. The profiles of the severity of symptoms of the depressive 
subscales as a function of the ethnic group (SODS). 
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with the five depressive subscales as the repeated measures was conducted 
to determine if there is any interaction between the self-structure and 
Subscale Endorsement. All the data and results are summarized in tables 
23, 24, 25, and 26. 
No significant differences were found in both ANOV As for the 
SODS with the scenario. The findings in both cases, either the SODS alone 
reported in the previous section or with the scenario, the Total 
Endorsement and Subscale Endorsement are not dependent upon the 
subject's collectivist or individualist self-structure. 
To examine the relationship between ethnicity and the depressive 
symptoms when presented with the scenario, the fallowing statistical 
analyses were performed: (1) a one-way ANOVA to examine the 
interaction between the ethnic group and the Total Endorsement; (2) a four 
(ethnic groups) by five (subscales) ANOVA with the endorsed symptoms 
on the five subscales as the repeated measure; and (3) a four (ethnic 
groups) by five (subscales) ANOVA with the severity rating on the five 
subscales as the repeated measure. 
The results of the first ANOV A are summarized in tables 27 and 28. 
The ANOV A yielded a significant main effect (F (3, 437) = 12.897; 12 < 
.0001). Post hoc analysis of this effect showed that the Beijing subjects 
endorsed the least depressive symptoms among the four groups of subjects. 
Taipei and Chicago subjects had significantly higher endorsement than the 
Hong Kong subjects. There was no significant difference in the Total 
Endorsement between the Chicago and Taiwan subjects. 
tables 29, 30, and 31 summarize the results of the second ANOVA in 
examining the relationship between ethnicity and the Subscale 
TABLE 23 
MEANS AND STANDARD DEVIATIONS OF I-C (SELF-
STRUCTURE) AS INDEPENDENT VARIABLE AND 
TOTAL ENDORSEMENT AS DEPENDENT 
VARIABLE (SCENARIO) 
I-C 
Collectivist 
Individualist 
N 
220 
221 
M 
11.973 
12.443 
6.351 
7.349 
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TABLE 24 
ONE-WAY ANALYSIS OF VARIANCE WITH I-C (SELF-STRUCTURE) 
AS INDEPENDENT VARIABLE AND TOTAL ENDORSEMENT AS 
DEPENDENT VARIABLE (SCENARIO) 
Source 
1-C 
Residual 
1 24.428 
439 47.190 
F 
.518 .4722 
TABLE 25 
MEANS AND STANDARD DEVIATIONS OF SUBSCALE 
ENDORSEMENT OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF 1-C (SELF-STRUCTURE) (SCENARIO) 
1-C Subscale N Mean SD 
Collectivist Affective 220 3.795 1.624 
Existential 220 1.591 1.779 
Somatic 220 1.841 1.624 
Cognitive 220 2.864 1.599 
Interpersonal 220 1.882 1.640 
Individualist Affective 221 3.878 1.662 
Existential 221 1.706 1.940 
Somatic 221 1.932 1.784 
Cognitive 221 2.783 1.798 
Interpersonal 221 2.145 1.899 
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TABLE 26 
REPEATED MEASURES ANALYSIS OF VARIANCE OF 
SUBSCALE ENDORSEMENT AS A FUNCTION 
OF ETHNIC GROUP (SCENARIO) 
Source df MS F 
Between Subjects 
Ethnic Group 1 4.886 .518 .4722 
Subject (Ethnic Group) 439 9.438 
Within Subjects 
Subscale 4 354.135 249.295 <.0001 
Subscale X Ethnic Group 4 1.646 1.158 .3274 
Subscale X Subject (Ethnic Group) 1756 1.421 
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TABLE 27 
MEANS AND STANDARD DEVIATIONS OF ETHNIC 
GROUP AS INDEPENDENT VARIABLE AND 
TOTAL ENDORSEMENT AS DEPENDENT 
VARIABLE (SCENARIO) 
Ethnic Group N M SD 
Beijing 117 9.624 6.207 
Taipei 99 14.768 6.319 
Hong Kong 133 11.556 6.199 
Chicago 92 13.685 7.843 
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TABLE 28 
ONE-WAY ANALYSIS OF VARIANCE WITH ETHNIC GROUP AS 
INDEPENDENT VARIABLE AND TOTAL ENDORSEMENT 
AS DEPENDENT VARIABLE (SCENARIO) 
Source 
Ethnic Group 
Residual 
3 562.337 
437 43.601 
F 
12.897 <.0001 
TABLE 29 
MEANS AND STANDARD DEVIATIONS OF SUBSCALE 
ENDORSEMENT AS A FUNCTION OF 
ETHNIC GROUP (SCENARIO) 
Ethnic Group Subscale N Mean SD 
Beijing Affective 117 3.026 1.836 
Existential 117 1.137 1.650 
Somatic 117 1.333 1.514 
Cognitive 117 2.333 1.548 
Interpersonal 117 1.795 1.517 
Taipei Affective 99 4.505 1.395 
Existential 99 2.343 1.814 
Somatic 99 2.172 1.732 
Cognitive 99 3.404 1.665 
Interpersonal 99 2.343 1.791 
Hong Kong Affective 133 3.947 1.437 
Existential 133 1.256 1.636 
Somatic 133 1.737 1.576 
Cognitive 133 2.910 1.621 
Interpersonal 133 1.707 1.718 
Chicago Affective 92 3.989 1.508 
Existential 92 2.120 2.127 
Somatic 92 2.500 1.843 
Cognitive 92 2.696 1.850 
Interpersonal 92 2.380 2.037 
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TABLE 30 
REPEATED MEASURES ANALYSIS OF VARIANCE OF 
SUBSCALE ENDORSEMENT AS A FUNCTION 
OF ETHNIC GROUP (SCENARIO) 
Source df MS F 12 
Between Subjects 
Ethnic Group 3 112.467 12.897 <.0001 
Subject (Ethnic Group) 437 8.720 
Within Subjects 
Subscale 4 354.135 257.134 <.0001 
Subscale X Ethnic Group 12 7.804 5.666 <.0001 
Subscale X Subject (Ethnic Group) 1748 1.377 
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TABLE 31 
SUMMARY OF THE SIGNIFICANT INTERACTION 
OF NEWMAN-KUELS POST HOC 
ANALYSIS (SCENARIO) 
Subscale 
Affective 
Existential 
Somatic 
Cognitive 
Interpersonal 
Significant Interaction 
Taipei > Beijing 
Taipei > Hong Kong 
Taipei > Chicago 
Chicago > Beijing 
Chicago > Beijing 
Chicago > Hong Kong 
Hong Kong > Beijing 
Taipei > Beijing 
Taipei > Hong Kong 
Taipei> Chicago 
Hong Kong > Beijing 
Taipei > Hong Kong 
Taipei > Chicago 
Chicago > Hong Kong 
Chicago > Beijing 
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Endorsement. Results revealed that there was a significant interaction 
between ethnicity and the Subscale Endorsement (F (12, 1748) = 5.666; Q < 
.0001). Using the Newman-Keuls post hoc analysis test, it was found that 
the Taipei subjects endorsed significantly more affective and cognitive 
symptoms than any of the other three groups. In addition, Taipei subjects 
had significantly higher endorsement on the interpersonal subscale than the 
Hong Kong and Chicago subjects. These results are similar to those that 
were found in the previous analysis for the SODS. Finally, the Chicago 
subjects had significantly more existential and interpersonal symptoms than 
the Chinese subjects from Beijing and Hong Kong. The graphical 
presentation of the results can be found in fig. 6. 
The results of the third ANOVA, examining the relationship between 
ethnicity and the severity of depressive symptoms, are summarized below 
in tables 32, 33, and 34. The analysis indicated a significant interaction 
between ethnicity and the severity of the depressive symptoms (F (12, 
1748) = 4.454; 12 = < .0001). The Newman-Keuls test was performed for 
post hoc analysis. Results showed that the existential and somatic symptoms 
were significantly less severe in the Beijing subjects than any of the other 
three groups. The Beijing subjects also had significantly less severe 
affective symptoms than the Chicago and Hong Kong subjects; and 
significantly less severe cognitive symptoms than the Hong Kong subjects. 
For the existential symptoms, Hong Kong subjects reported significantly 
less severity than the Taipei and Chicago subjects. The profiles of the 
severity of symptoms of the depressive subscales for the four ethnic groups 
is shown in fig. 7. 
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-0- Beijing 
-0- Taipei 
--6- Hong Kong 
-<>- Chicago 
Affective Existential Somatic Cognitive Interpersonal 
Fig. 6. The profiles of the subscale endorsement as a function of 
the ethnic group (scenario). 
TABLE 32 
MEANS AND STANDARD DEVIATIONS OF SEVERITY 
OF SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SCENARIO) 
Ethnic Group Subscale N Mean SD 
Beijing Affective 117 2.654 1.218 
Existential 117 1.288 1.571 
Somatic 117 1.607 1.507 
Cognitive 117 2.525 1.305 
Interpersonal 117 1.991 1.374 
Taipei Affective 99 2.976 .971 
Existential 99 2.379 1.399 
Somatic 99 2.212 1.346 
Cognitive 99 2.871 1.056 
Interpersonal 99 2.031 1.208 
Hong Kong Affective 133 3.241 .958 
Existential 133 1.786 1.751 
Somatic 133 2.175 1.505 
Cognitive 133 3.164 1.192 
Interpersonal 133 2.025 1.401 
Chicago Affective 92 3.309 1.019 
Existential 92 2.231 1.690 
Somatic 92 2.593 1.448 
Cognitive 92 2.881 1.421 
Interpersonal 92 2.273 1.616 
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TABLE 33 
REPEATED MEASURES ANALYSIS OF VARIANCE OF SEVERITY 
OF SYMPTOMS OF DEPRESSIVE SUBSCALES AS A 
FUNCTION OF ETHNIC GROUP (SCENARIO) 
Source df MS F 
Between Subjects 
Ethnic Group 3 42.147 9.316 <.0001 
Subject (Ethnic Group) 437 4.524 
Within Subjects 
Subscale 4 120.037 99.283 <.0001 
Subscale X Ethnic Group 12 5.385 4.454 <.0001 
Subscale X Subject (Ethnic Group) 1748 1.209 
TABLE 34 
SUMMARY OF THE SIGNIFICANT INTERACTION 
OF NEWMAN-KUELS POST HOC 
ANALYSIS (SCENARIO) 
Subscale 
Affective 
Existential 
Somatic 
Cognitive 
Interpersonal 
Significant Interaction 
Beijing < Chicago 
Beijing < Hong Kong 
Taipei > Beijing 
Taipei > Hong Kong 
Hong Kong > Beijing 
Chicago > Beijing 
Chicago > Hong Kong 
Beijing < Taipei 
Beijing < Hong Kong 
Beijing < Chicago 
Beijing < Hong Kong 
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3.5 --------------------------
-0- Beijing 
-0- Taipei 
3.25 
3 
2.75 
2.5 
2.25 
2 
1.75 
1.5 
1.25 
--6-- Hong Kong 
--0- Chicago 
Affective Existential Somatic Cognitive Interpersonal 
Fig. 7. The profiles of the severity of symptoms of the depressive 
subscales as a function of the ethnic group (scenario). 
CHAPTER VI 
DISCUSSION 
Intent of the Study and Review of Hypotheses 
As stated in Chapter II, there have been considerable contradictions 
m the findings of various cross-cultural studies on depression. These 
contradictions have resulted, in part, from confusion in the 
conceptualization, definition, and diagnostic criteria of depression, as well 
as from serious methodological problems in the research design. The intent 
of this study was to shed light on the study of depression across cultures by 
examining the above issues. 
Chapter II discussed in detail the first three of these four issues. 
Basically, the problem of "depression" across cultures is viewed here as the 
possible projection of a commonly found syndrome from one culture 
(Western) upon other cultures where it may or may not be meaningful. It 
is observed that humans under sufficient stress will indeed respond in 
distress. However, the nature of that distress being expressed through 
culturally acceptable channels may vary among different cultures. 
Psychologicalization or somatization are viewed as two of the many ways 
an individual conceptualizes and communicates his/her distress. In terms of 
the issue of methodology, the present study was designed to overcome some 
of the methodological problems which might have confounded the results 
in previous research. 
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No attempt was made in this study to use an a priori definition of 
"depression" or to impose syndrome based criteria which could well be 
culturally biased. Most particularly, the self-report instruments used in this 
study were translated from English into Chinese not only with the literal 
equivalency of words but the cultural and linguistic idiosyncrasy are also 
taken into consideration. This was accomplished by using several of the 
bilingual participants (including the author herself) in the process of 
translations being knowledgeable about research in psychology. In this 
way, differences due to the language used can be minimized in the study 
both from a literal point of view as well as a research point of view. 
Three distinct Chinese populations in the cities of Beijing, Taipei, 
and Hong Kong, as well as a W estem population in Chicago were sampled. 
In order to obtain a rather uniform sample and minimize confounding 
variables, all of the subjects in this study were college students ranging in 
age from 17 to 26. As pointed out in Chapter II, comparisons in previous 
research have been made across different studies which used different 
research measures. Thus, resulting differences among groups may be due 
to the different measures used. Conclusions were drawn assuming Chinese 
populations to be a single cultural group, the "Chinese". Most researchers 
overlook the fact that geographically, ethnically, and linguistically, the 
"Chinese" are as diverse as the "Europeans". The present study extends 
previous studies by sampling different Chinese populations who are racially 
Chinese but may differ culturally. Furthermore, to achieve a standardized 
comparison, a single measure of depression was used across different 
Chinese populations and a Wes tern population. 
The present investigation was an attempt to study the presentation of 
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depressive symptoms among different Chinese populations in comparison 
with American culture. Culture, being a broad category composed of many 
dimensions, can have varying effects on an individual's thinking· and 
behavior. This study explored the relationship between an important 
cultural aspect-the self-structure-and depressive symptomatology. A 
review of each of the Hypotheses and a summary of the relevant findings 
will be presented in the following section. 
Hypothesis 1. In terms of self-structure, it was predicted that the 
Americans would be the most individualistic, followed by the Hong Kong 
Chinese and Taiwan Chinese, with the Chinese in the People's Republic of 
China (PRC) being the least individualistic. This hypothesis was only 
partially supported by the findings of this study. Chicago subjects were 
shown to have a more individualist self-structure than the Chinese from 
Hong Kong, Taiwan, People's Republic of China (PRC). However, Chinese 
from the three cities did not show any significant difference in their self-
structure. 
Hypothesis 2. It was predicted that there would be a relationship 
between individualist-collectivist self-structure and the presentation of 
symptomatology of depression at the individual level, such that the more 
individuated self-structure one has, the more affective, existential and 
cognitive symptoms the person would present. The more collective self-
structure one has, the more somatic and interpersonal symptoms the person 
will present. The subjects were divided into two groups (collectivist and 
individualist), according to their mean ICS scores. The findings of the 
study did not support this hypothesis; the two groups of subjects, 
collectivist and individualist, did not show significant differences in their 
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endorsement of the five depressive subscales. 
Hypothesis 3. This hypothesis extends Hypotheses 1 and 2 to the 
group level. It was predicted that the four samples would each show a 
different profile of depressive symptomatology. Chinese in the PRC, being 
the most collectivist, were expected to present more somatic and 
interpersonal symptoms while the Americans, being the most 
individualistic, were expected to show more affective, existential, and 
cognitive symptoms. Chinese in Hong Kong and Taiwan were expected to 
show profiles which are intermediate between the two extreme cases. 
Although Hypothesis 1 was partially supported and Hypothesis 2 was not, 
comparisons of the profiles of depressive symptomatology in relation to the 
different ethnic groups were made. 
Contrary to the prediction in Hypothesis 3, Taipei subjects had the 
highest Total Endorsement in both the administration of the SODS alone 
and with the depressive scenario. In examining the Subscale Endorsement 
differences, Taipei subjects again stood out as the group which had the 
highest affective and cognitive endorsement. Chicago subjects on the other 
hand, had the highest somatic endorsement. Furthermore, Chicago was the 
single group with the highest frequency, longest duration and the most 
profound severity of the somatic depressive symptoms. The results 
contradict Hypothesis 3. 
Conclusions 
Based on the findings of the current study, the endorsement of 
depressive symptoms along the five subscales does not seem to be related to 
self-structure. However, consistent and repeatable patterns were found 
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throughout different analyses of the Subscales Endorsement among the four 
ethnic groups. The fact that Taipei subjects had the highest affective 
endorsement refutes the notion that Chinese are not able to express 
themselves in affective terms. Furthermore, the single ethnic group which 
endorsed most somatic symptoms was the Chicagoans. The findings of this 
study replicated an earlier study using the Zung Self-Rating Scale (SRS) 
with college students in Korea, the Philippines, Taiwan and the United 
States (Crittenden et al., 1992). In that study, Taiwan subjects reported the 
highest number of affective symptoms. The previous claim of dichotomized 
somatization in depression among Chinese and psychologicalization in 
depression among Westerners is not supported by the current findings. 
However, the explanation for this reverse phenomenon is not readily 
available. 
In addition, subjects in all four ethnic groups had relatively high 
endorsements of the cognitive subscale. This may be a common 
phenomenon among college students regardless of the person's cultural 
background. The college environment demands high cognitive functioning. 
When such an individual is under stress, it is understandable that his/her 
problems may manifest themselves in the cognitive area. The subjects 
participating in this study are highly educated college students. With such 
high level of education, the subject may have a larger repertoire of 
words/vocabularies to allow themselves to express their experiences in 
affective terms. As such, the results of high affective and cognitive 
endorsements found in this study may not be generalizable to populations 
with lesser education. 
A number of Chinese subjects wrote in the comments section that 
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they had a difficult time in remembering and reporting their experience 
accurately for the past 14 days. They also found it hard to quantify their 
experiences into number of days and times per day. However, no such 
comments were reported by the Chicago subjects. This result may be an 
indication of a reporting difference, i.e., although the Chinese subjects are 
capable of expressing their experience in affective terms, it is not their 
preferred way of expressing themselves and therefore, the integrity of the 
data may be compromised. On the other hand, it may also indicate that the 
Chinese took the research more seriously than the Chicagoans and were, 
therefore, more concerned about reporting their experiences accurately. 
This possibility poses a major challenge to cross-cultural research 
with Ch,inese persons in general. Chinese are not oriented to quantify their 
personal experiences. Given other culturally acceptable and accustomed 
channels of expressing personal behavior and psychological symptoms in 
studying depression among Chinese, different findings may be warranted. 
Further research in the area of psycholinguistics is needed to better 
understand the expression of inner experience within Chinese culture. 
Limitations of the Present Study 
The participants in this study were all college students, a rather 
unique group in itself and perhaps not a representative group of any given 
culture. One of the advantages of employing college students as subjects is 
that they are able to respond to questions in written form. However, by its 
very nature, this mode of response is a highly cognitive activity. The 
current findings demonstrate that college students exhibit a high 
endorsement of the cognitive subscale. Different findings may be observed 
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with individuals who have lower cognitive demands in their daily life. 
Thus, results from college students may not be generalizable to the 
population at large. 
Problems with the ICS 
A problem observed in this study with using the ICS is that the 
obtained ICS scores, which presumably measure the self-structure 
(collectivist or individualist) were found to all fall within a very narrow 
range (i.e., 4.095 to 4.314) across the entire sample. Note: the overall 
possible range of the ICS measure is from 1.00 to 9.00. Thus, these results 
demonstrate that all of the subjects sampled herein occupied a small range 
of only a,bout 4% of the entire possible range. Two possible explanations 
can be made based on this findings. One is that the college population 
sampled in this study is very uniform with little variation in their self-
structures. An alternative explanation could be that the ICS is not a 
sensitive enough instrument to measure the phenomenon of different self-
structures among the subjects sampled in this study. Indeed, review of 
specific items indicates that some of the questions are ambiguous and 
agreement or disagreement can be interpreted either as collectivist or 
individualist behaviors. 
That Hypotheses 1 and 2 were not supported by the current findings 
may be due to the conjecture that the ICS is not able to measure the 
phenomenon of differing self-structure in different cultural groups. In 
other words, Hypotheses 1 and 2 will not have been truly tested if the ICS 
is not a sensitive measure of self-structure across the groups under study. 
Thus, conclusions in this study based upon this scale should be made only 
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tentatively until appropriate follow up studies can be carried out. 
Problems with the SODS 
The SODS is an improvement over existing depressive scales in that 
it is a more refined instrument for measuring depression (distress) in a 
number of different dimensions including endorsement, frequency, 
duration, and severity of the depressive symptoms. It also divides the 
symptoms into five depressive subscales with an equal number of items on 
each subscale. However, the SODS does not escape the common problem of 
other self-report measures in that it requires subjects to have certain 
reading and comprehension abilities with written language. Thus, it is not 
surprising to find that the four groups of subjects responding in this way 
all have a relatively high endorsement on the cognitive subscale. 
Although there are an equal number of items on each subscale, the 
assignment of the depressive items into each subscale is somewhat 
arbitrary. It was done only by the face value of the items rather than 
empirical findings. This possibly artificial grouping of the depressive items 
could skew the results in a number of ways relevant to these issues. For 
example, in the somatic subscale, there is an item "I lost interest in sex". 
From the point of view of the author of the SODS, it is a somatic problem. 
However, this may not be perceived as a somatic problem in different 
cultures. To arbitrarily group this item under the somatic subscale may 
either underestimate or overestimate the actual number of endorsements in 
each subscale. If the 30 items in the SODS were to be grouped in a 
different way, a different pattern of results may possibly be found. In 
certain cultures, sexual activities are considered to be private behavior and 
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revealing one's sexual life may not be acceptable. Thus, subjects may 
selectively endorse only those items they feel comfortable with disclosing. 
This may be one of the explanations of the lower endorsement of somatic 
symptoms in the Chinese samples. In addition, the SODS subscales had six 
items each. This low number of items in each subscale increased the 
probability that the subscales were unreliable. 
Depression is a complex Wes tern construct and concept. It has 
multiple meanings including disease, symptoms, and syndromes when used 
in a clinical sense. In daily usage, depression can mean a temporary mood 
swing. In this study, no a priori definition of depression was imposed on 
the selection of subjects. Nevertheless, the subject's responses were still 
limited by the items in the measures. 
Future Research 
In order to examine the relationship between the self-structure and 
the depressive symptoms, a more sensitive measure of the self-structure 
needs to be developed. A similar point can be made about the SODS. Most 
particularly, one needs to note the existential subscale which consistently 
showed very low responses across the four ethnic groups. 
Several lines of research can be followed to further explore 
depression within different cultural contexts. Although the SODS was 
developed on the basis of the Zung Self-Rating Scale (SRS) and the Center 
for Epidemiologic Studies-Depression scale (CES-D), cross-validations of 
the SODS with the SRS and CES-D or other commonly used depressive 
scales such as Beck's Depression Inventory, SCL-90, and MMPI D-Scale 
have not been done. In terms of establishing the validity of the SODS as a 
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scale measuring depression, it will be necessary to cross-validate SODS 
with other existing depression scales with established validity. 
In addition, the current study employed a highly selective group of 
college students and the results and findings of this study may not be 
generalizable to the general population. One cannot ignore the fact that 
there are considerable Western influences in the higher education around 
the whole world. College students from different cultures/countries may 
actually share more similarities than differences.) It is necessary to use 
other subject populations with different ages and different education levels 
to see whether the results are replicable and generalizable to other 
populations. 
As pointed out in the previous section, the depressive items are 
arbitrarily categorized into the five subscales, affective, existential, 
somatic, cognitive, and interpersonal. This categorization of items is 
imposed onto the subject by the researcher. This approach ignored the 
subjective meaning and conceptualization the subject may hold of the items 
within his/her cultural context. This may have an impact on the number of 
endorsements of each subscale. To examine the subjects' concepts of the 
items, they can be asked to categorize each item into the five subscales. 
Comparisons can be made between the categorization by the researcher and 
the subject. 
Another point relating to the conceptualization of depression is that 
depression is a complex construct which includes a wide range of emotions, 
behaviors, and experiences. The issue becomes more complicated when 
studying depression across different cultural contexts. To study the nature 
of depression may require an understanding of how individuals experience 
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distress when under stress. How does the individual communicate such 
distress so that others can understand the experience and what are the 
culturally acceptable channels to express such distress? 
The questionnaire format in research inevitably limits the range of 
responses of the subjects to those presented as response choices (Zheng, Xu, 
& Shen, 1986). Instead of this method of investigation, subjects might be 
asked to answer open-ended questions. This approach is expected to 
provide a more complete picture of the subjective experience of the 
subjects, thus offering a better comparison among individuals in different 
cultures. 
Another way to examine such issues is to study the help-seeking 
behavior of individuals in different cultures. Those individuals who do not 
necessarily conceptualize their distress experience as an emotional or 
psychological problems may not seek help from a mental health 
professional to relieve their distress. Seeking help from indigenous healers 
may be the treatment of choice. In the case of Chinese culture, one may 
seek alternative medical treatment such as traditional Chinese medicine. 
The symptoms presented to a traditional Chinese doctor may be different 
from those presented to a mental health professional or Western medical 
doctor. The interaction between the patient and doctor within the doctor-
patient dyad in a natural medical and psychiatric setting needs to be better 
understood. 
With different approaches to tackling the complex issues 1n 
depression, it is hoped that the nature of depression can be better 
understood and appropriate treatment better implemented. 
APPENDIX 1 
QUESTIONNAIRE IN ENGLISH FOR CHICAGO SUBJECTS 
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Questionnaire in English for Chicago Subjects 
CONSENT FORM 
February 5, 1994 
Dear Participant: 
Thank you for participating in this research project. The purpose of this study is to 
better understand the feelings and reactions of college students to different problems. This 
questionnaire consists of four parts and takes about 30 minutes to complete all of the 
items. 
Please note that all of the information that we collect today is confidential. This 
means that it will only be seen by qualified researchers including myself and my research 
assistants and will only be used for research purposes. Further, the information is 
anonymous. Please do not place your name or any other personal identifier on the 
questionnaire. All of the information is coded by number and not by name. Although some 
of the questions we ask may seem personal and intrusive, we would like to emphasize that 
we are not interested in knowing how any particular individual answers each item. 
Instead, we want to understand the pattern of college students' experiences in general. 
Therefore, it is very important that you answer all of the items as accurately as you can. 
Should you decide at any point to discontinue your participation in our project, you are 
free to leave the study without incurring any kind of penalty or consequences. 
If you have any questions, concerns or feelings about the questionnaire, or would 
like to know the results of the study, please feel free to contact the following persons: 
Address: Fung-Chu Ho, M.A. 
Project Director 
Counseling & Student Development Center 
University of Hawai'i at Manoa 
Honolulu, HI 96822 
Phone: (808) 956-7297 
I certify that I have read and fully understand the above material, and with my 
signature hereby give my consent to participate in this research project. 
Signature ____________ _ Date ________ _ 
PART I 
To the right of each statement below, there is a 9-point scale ranging from 1 = 
Absolutely Agree to 9 = Absolutely Disagree. Please read each of the 14 statements 
and circle the number that best describes how you feel about it i.e., the degree you 
agree or disagree with the statement. Please do not skip any statement. 
I. I would help within my means, if a relative 
told me that s(he) is in financial difficulties. 
2. When faced with a difficult personal problem, 
it is better to decide what to do yourself, 
rather than follow the advice of others. 
3. I like to live close to my good friends. 
4. It does not matter to me how my country is 
viewed in the eyes of other nations. 
5. One of the pleasures of life is to be related 
interdependently with others. 
6. What happens to me is my own doing. 
7. What I look for in a job is a friendly group of 
coworkers. 
8. I would rather struggle through a personal 
problems by myself than discuss it with my 
friends. 
9. Aging parents should live at home with their 
children. 
10. The most important thing in my life is to 
make myself happy. 
1 I. When faced with a difficult personal 
problems, one should consult widely one's 
friends and relatives. 
12. One should live one's life independently of 
others as much as possible. 
13. One of the pleasures of life is to feel being a 
part of a large group of people. 
14. I tend to do my own things, and most people 
in my family do the same. 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
1 2 3 4 5 6 7 8 9 
155 
PART II 
This is a self-report questionnaire about your behavior patterns. It is not a test. There are no right or wrong answers. It only requires you to answer 
each item accurately. You will find a total of 30 statements on pages 4, 5, and 6. To the right of each statement, there are three columns titled 
FREQUENCY, DURATION, and SEVERITY. Please follow the instructions below carefully to fill in each item as best as you can. 
Step 1. 
Step 2. 
Please read through the 30 statements and circle the number of only those statements that apply/occur to you in the past 14 days. 
Return only to the circled statements and ignore the uncircled ones. For each circled one, indicate the FREQUENCY, DURATION, 
and SEVERITY of the condition. 
FREQUENCY -- (i) For how many days has this condition occurred during the past 14 days. 
(ii) Typically, how many times did it occur on such a day. 
DURATION -- In general, how long the condition lasts when it occurs. 
Check only one box, either BRIEF, SHORT, MODERATELY LONG, LONG, or VERY LONG. 
SEVERITY -- In general, how intense the condition is when it occurs. 
Check only one box, either VERY STRONG, STRONG, MILD, VERY MILD, or NO PROBLEM. 
...... 
Vl 
0-, 
l~
l 
ct'
 
g.
 
- ~ a ~ Jg 0 
00
 
H
ow
 "
"
0 >
 "-
Ys
 ha
, d
i;, 
eo
n
d;
6,
,,,
 
II
~
 :,
: 
::J 
o
cc
u
rr
ed
 d
ur
ing
 th
e P
as
t 1
4 
da
ys
? 
%,
,n ;
, °?
"'"
• ty
p;
,,//
y h
°"
' ,,
,
.
,
,
,
 
!,tn
es d
1d
 It
 ha
pp
en
 in
 I
 d
ay
? 
BR
IE
F 
Oe
ss 
tha
n 
IO
 m
in
ut
es
) 
(IQ
 S' 
SN
O
lfr
 
[ g 
(lo
 m
in
ut
es
 to
 le
ss
 th
an
 4
 ho
ur
s) 
[ 
g 
.
.
.
.
 
:I: 
C
 
IIM
Mr
oo
,oo
,eE
~~
An
~~
L~
,y~
L~
O~
N~
G;
---~
·~l
g§ 
( 4 
ho
..,
 to
 Je
s, 
th
.,,
 1
6 h
ow
,) 
~
-
: 
~ 
0 
0 
0 
LO
NG
 
8 
~ z 
U
6 
ho
ur
s t
o 
I d
ay
) 
VE
RY
 LO
NG
 
(m
ore
 th
an
 J
 da
y) 
VE
Ry
 sr
11
0N
G 
~ e
-
.
,
.
;, 
0 g e: ~- g 
Un
ab
Je
 to
 m
e
e
t d
ai
ly 
re
sp
on
sib
i-
J; t
ie
, d
o,
 to
 e
x t
n,
n,
, d
;,'
°O
>f
o,
i 
s< 
sr
11
0N
G 
g 
c.
,, 
"
'"
''
 Ut
tJe
 d
a//
y "
'1
'0
n,
;b
;. 
[ 
ho
e,
 "
'
th
 "'
"
e
h 
dis
eo
mr
on
 
i5 
I 
I 
I 
I 
I 
M
IL
O 
t ~~
 
Ca
,, 
O>
ee
t s
o
m
e 
da
;Jy
 re
sp
on
 "
b. 
:=
;: 
CD
 
m
 
J' 
.
 
.
 
Sl
 
I-
o
 
:::
1 
:::
0 
1t1
es 
W
ith
 s
o
m
e 
di
sc
om
for
t 
g 
:fl 
:::
j 
I 
I 
~ -· -<
 
,
 
I 
VE
RY
 M
IL
O 
's
 5' 
c
.,
, 
O>
eet
 m
o,
, d
,,;
Jy
 "'
Po
ns
;b
;. 
8 
ht
ie
, ,
W
fb 
,
i;g
1,
, d
;se
oo
,ro
,, 
& 
No
 P
Ro
aL
EM
 
g: ::I 
~
,'.
n 
tn
e~
t a
ll 
da
ily
 re
sp
on
sib
i-
lit
ies
 W
ith
ou
t a
n
y 
di
sc
om
for
t 
~ ~ ! ~ 
8~
1 
00
 
-
.
.
.
J 
0
\ 
V
I 
~
 
w
 
N
 
-
.
.
.
.
.
 
.
.
.
.
.
 
.
.
.
.
.
 
.
.
.
.
.
 
.
.
.
.
.
.
.
.
.
.
 
.
.
.
.
.
 
.
.
.
.
.
 
.
.
.
.
.
 
.
.
.
.
.
 
~ s
 
(t'
 
(t'
 
§. s
 
(t'
 
(t' 
(t'
 
(t'
 
g.
 
g.
 
g.
 
g.
 
g.
 
g.
 
Q.
. 
en
 
s 
§ 
«
'=
 
s 
:E 
:g 
§ 
.
.
.
.
 
cii"
 
s,
, 
=
 
? 
.
g 
'
<
 
:><
 
=
 §-
'
<
 
Cb
 
(IQ
 
-
s· 
Q.
. 
-
s 
*
 
g.
 
~ 
s· 
~ 
=
 
H
'>
 
Cb
 
Cb
 
§ 
Cb
 
s,
, 
(IQ
 
en
 
~
-
s 
s 
en
 
::r
 
en
 
=
 
s 
s,
, 
§ 
=
 .
.
, 
0 
Q.
. 
Q.
. 
=
 
en
 
Q.
. 
Cb
 
~ 
Cb
 
a: 
(")
 
=
 
Q.
. 
~ 
[ 
:><
 
::r
 
0 
=
 
::;;
· 
::r
 
=
 
Cb
 
gJ 
.
.
.
.
 
s 
s 
en
 
(")
 
"
O
 
§-
0 
Cb
 
Cb
 
0 
8 
en
 
cii"
 
ol 
s. 
a
 
en
 
~ 
Cb
 
Cb
 
0 
=
 
p..
 
'<
 
.
.
, 
((Cl
 
§. Er s <: 
~ 
.
_
:-
,
.
 
Ho
.,,,
,,. 
"
 
§ 
Y 
.
.
.
 Yo
 h
., 
th;
, c
oo
!h
tio
o 
.
,
,
 
o
cc
llr
re
d 
du
rin
g 
th
e p
as
t 1
4 
da
ys
? 
~ S
 ~ 
.
 
s-
~ 
0 
-
·
 
10 
C:
 
"'
.heo
 ;, o
ec
~
. t
yp
; <
all
y h
ow
 "'
"
"
Y 
g i
f !l!
 
,!m
es "
'"
"ha
p""
" ;,
 1 d
ay
? 
~ , Q
 
BR
IE
F 
-
=
 
(lo
,, 
th,
.,, 
IO
 n
u
o
o
re
,) 
; =
 
SH
OR
t 
i 
(IO
 m
in
ut
es
 to
 le
ss
 th
an
 4
 ho
u 
) 
So
 g-
~ 
a 
~~c
 
I 
lllo
o£
RA
 t<
l y
 lo
11
10
 
t 1
2 i
 
!4
 ho
.,,,'
°'"
'""
" 1
6 h
o"
"'!
 
[ ! 
~ 
i lr
--;
-::
;;:
;;;
;--
---
---
---
11
0 
o
 
o
 
LO
NG
 
g 
~ z 
0 
6 h
ou
rs
 to
 J
 da
y) 
VE
RY
 L
ON
G 
(m
ore
 th
an
 J
 da
y) 
VE
Ry
 S
TR
ON
G 
~ 
-
"
' 
::
r 
•
..
;) 
0 i. §· 
Un
ab
Je
 to
 m
e
e
t d
ai
ly 
re
sp
on
sib
i-
lfr
i,,
 "
"
'
 ro
 ,
,
.
.
,
,
,
,
,
 dl
ieo
ro
fo
,r 
S-
ST
RO
NG
 
g 
c,
.,,
 m
ee
r /
;ff
le
 d,
UJ
y °
''
P<
m,
;b;
. 
[ 
I 
i;u
., 
w
;.,
 "
'"
'h 
<>
se
o,
,,fo
n 
•
 
f ., 
I 
M
IL
D 
g 
-
·
 
m
 
=
 3.
 <
 
C
.. °
""
' '
0
"
"
 d
ai
ly
 ""
Po
ns
 'b 
·
_
 
:=.
· 
CD
 
m
 
J"
f 
.
 
1 
1 
0 
:I
 :
lJ 
l l
es
 'W
1th
 so
m
e 
di
sc
om
for
t 
g 
m
 ::j 
•r
.~
~=
::
:-
-:
::
--
--
--
...
:.:
__
-ll
i::
 -·
 
-
< 
VE
~y
 lll
llD
 
.
 
"
, 
~ 
-
~
 
m
e~
t m
o
st
 da
ily
 re
sp
on
sib
i-
8 
lit
ies
 'W
lth
 s
lig
ht
 d
isc
om
for
t 
g_ 
N
op
Ro
aL
EM
 
6 = 
C~
n 
rn
e_
et 
all
 d
aiJ
y r
es
po
ns
ib
i-
lit
ies
 'W
ith
ou
t a
n
y 
di
sc
om
for
t 
-
-
-
-
-
-
s•
 
O'
I 
u
, 
""
' 
t,
.) 
N
 
-
-
-
-
-
-
-
ii 
rt'
 
s 
rt'
 
::r
-
rt'
 
rt'
 
s:,
:, 
g.
 
~
 
g.
 
~ 
g.
 
g.
 
~
 
0 s 
"
O
 
(1)
 
0 'E.
. ~ 
6~
1 
\0
 
- ::r
- ~ (1) 9: 21 ("} i:: ~ ("} 0 ::s ("} (1) ::s i::j" ~- ::s (!Q 
lio
w 
m
a
n
y <
ta.
vs
 ha
., "
"
"
o
n
d;
tio
n 
II 
& "
 :lJ
 
o
cc
u
rr
ed
 d
ur
in
g 
th
e P
as
t 1
4 
da
ys
? 
~
e
n
 it
 oc
cu
rs
, 
ty
pi
ca
lly
 h
ow
 m
an
 
!,m
es d
id
 it
 ha
pp
en
 in
 I 
da
y?
 
Y 
8R
IE
F 
Oe
ss 
th
an
 IO
 m
in
ut
es
) 
! g 
Si
iO
R
r 
[ 
(IO
 n,
;n
ou
,, 
to
 le
,, 
lh
,n
 4
 ·
-
)
 
[ 
[ 
C
 
M
oo
,;II
A r
i;
i y
 L
ot
, 0
 
} 
~ ~
 
(4 
ho
o,
, t
o 
le
s,
 th
an
 1
6 h
o¾
) 
~
-
! ~
 
-
,r
~~
~-
---
---
--~
ioo
o 
LO
NG
 
g 
~ z 
i::
 
,.
..
. 
06
 ho
ur
s t
o 
J d
ay
) 
~ g
 8 
\'/
;R
y L
ON
G 
e 
(m
o"
 th
an
 J
 da
y) 
g 
VE
RY
sr
lio
NG
 
~
~
a
bl
e t
o 
m
e
e
t d
ai
ly 
re
sp
on
sib
i-
ht
,e
, d
"'
 to
 "
"
"
"
"
 df
ac
on
,fo
n 
_
I 
,::
 
ST
Ro
NG
 
g 
C,
,, "
'
"
"
'
 ht
tJe
 da
ily
 "'
'1
'0
n,
; b
;. 
[ 
lit
ies
 W
ith
 m
u
ch
 d
isc
om
for
t 
-
;,,.
 
-
-
1
1
 
~
o
 
II 
IIJ
Lo
 
if 
~
-
m
 
::, 
3. 
<
 
Ca
n 
m
e
e
t s
o
m
e 
da
ily
 re
s:
po
n 
.
b. 
~
-
111
 
m
 
.
 
.
 
.
 
SI
 I
-
O
 
:::
, 
::0
 
lit
ies
 W
ith
 s
o
m
e 
di
sc
om
for
t 
g 
m
 ::j 
-
1
• 
i::
 
-
·
-
<
 
II 
lfl
eR
y 1
11
io
 
"
,
 
~ ::r 
c.
,, 
"
"
'
'
 m
o
,r
 da
;Jy
 ,.
.
,
,
,
,
.
.
,
 ;b
;. 
B 
lit
ies
 W
ith
 s
lig
ht
 d
isc
om
for
t 
5. 
N
op
Ro
aL
EM
 
g 
I 
::
i 
Ci
n 
m
ee
t a
ll 
da
ily
 re
sp
on
 ·
b ·
 
J" 
.
 
SI
 I
-
It1
es 
W
ith
ou
t a
ny
 d
isc
om
for
t 
~ 
09
1 
-0
0 
i:
:,
...
. 
as
 
0 
(1)
 ~ s· Qt,
 s §. i g 
o
cc
u
rr
ed
 du
rin
g 
th
e P
as
t 1
4 
da
ys
? 
iJ 
g= 
~ 
.
 
~
 
~ 
C
 
.
 
[-1
0 C
: 
W
,,,,
o 
,
 t °
?'?
"• 
typ
fo
<l
//y
 h
ow
 "'
"
'
Y
 
8 
ii !
l! 
lfo
w "
'"
'Y "
"
Y• h
as 
th
;, 
'°
D
d;
tio
o 
"
e
-
.
,,
 
bm
es
 d
id
 It
 ha
pp
en
 in
 I
 d
ay
? 
8 
:::, 
o
 
-
-
-
.
 
~
-
<
 
8R
tt:
F 
-
-
:
 
o.
., 
.
.
.
.
 
IO
 ""
"
"
"
"
) 
II 
; 
S
/
f
~
 
[ 
(lo
 m
in
ut
es
 to
 Je
ss
 th
an
 4
 ho
ur
s) 
S" 
g-
7 
Al
oo
EI
IA
 TE
L y
 L
OI
VG
 
i Ii>
 !ii 
la
.~
 c
 
(4 
ho
o,-
, I
n 
le
,,
 tha
n 1
6 
ho
""
) 
;:,
 ! ~
 
7
11
1L
~V
G
~-
--
--
-~
l 0
0
0
 
I 
LO
NG
 
§ 
~ z 
06
 ho
ur
s t
o 
J d
ay
) 
VE
RY
 L
ON
G 
(m
ore
 th
an
 J
 da
y) 
Vt
:R
y 
ST
RO
NG
 
~ 
5-
•
-
-
'l 
('1)
 l ~- 0 ::, 
~
~
ab
Je
 to
 m
e
e
t d
aiJ
y r
es
po
ns
ib
i-
1,
oe
, d
o, 
1n
 e
x1
re,
,,, 
'"
'°
'"
'fu
n 
0 
Sl
"R
OI
VG
 
J 
1 
Go
, "'
"
' l
itt
1,
 d
a;
, y 
"
''
J>
on
,; b
;. 
[ 
ho
e,
 W
frb
 m
o
,h
 d
;''
°m
fo
n 
i, 
I 
I' 
•
 •
 ~ 
II 
M
IL
D 
g 
-
·
 
m
 
::, 
~
<
 
Ca
n 
m
ee
t s
o
m
e 
da
iJy
 re
sn
o
n
s 
.
b .
_
 
~
-
CD
 
m
 
r
·
.
 
,,
 
11
 
o
::
:J
::
r,
 
1t1
es 
W
ith
 s
o
m
e 
di
sc
om
for
t 
8 
l« 
=
i 
-
111
 1
1/c
R•
y 1
1A
ri
in
:-
--
--
-1
1 c
 
~
-
-
< 
II 
VE
RY
 M
IL
O 
"
,
 
S' 
C.,
, "
'"
' 
"'
°"
 da
;/y
 ""
J>o
o., ;
b;
 -
8 
ho
e,
 "
'
"
'
 ,
,
,
.
,
,
,
 d;
sc
om
ro
n 
g_ 
l'lo
 P
Ro
aL
EM
 
~
• 
Ca
n 
/JJ
ee
r a
ll 
da
iJy
 re
sp
 
"
b. 
II 
J" 
.
 
on
s1
 1
-
lti
es
 W
ith
ou
t a
n
y 
di
sc
om
for
t 
[ 
s· 0..
 
'E.
. 
~ 
G
 
~ 
"
' 
"
' 0 
::s
 
.
.
.
.
 
(")
 
9 
::
r 
ll 
§ (JQ G a '-< 
19
1 
0 er
 
G
 a
 
0 ::s
 ~ 
lfo
,v 
m
an
y d
ay
, h
« 
th
;, C
Oo
d;f
ioo
 m
; 
-
,
,
 
o
cc
u
rr
e
d 
du
rin
g 
th
e 
Pa
st 
14
 d
ay
s?
 
~
he
n 
it 
oc
cU
rs,
 ty
pi
ca
lly
 h
ow
 l1J
 
.::,
_m
es 
di
d i
t h
ap
pe
n 
in
 I
 d
ay
? 
a
n
y 
BF
liE
F 
s-
Oe
ss 
tha
n 
IO
 11
lin
ute
s) 
(IQ
 g 
Sl
fo,
o-
[ 
(10
 m
ioo
te.
, to
 J
o,
st
h,
o 
4 
h
-
) 
[ 
t C 
II 
Al
oo
ER
JI T
EL
 y 
Lo
t, 0
 
~ ~ §
i 
(4
 h
o,
,. 
to 
i.,.
..,,
, 16
 ho
""
) 
~ ! 
~ 
7 1
1 
IL
O
l~
G
--
--
--
--
11
°
0
0
 
II 
LO
t,a
 
ij ~ 
z 
06
 ho
ur
s t
o 
J d
ay
) 
'.'
::, 
g' 8 
lfE
R
YL
ot
,a
 
~ 
r "
"
'"
 .
.
,,
, 
,
 d
ay
 J 
II 
g 
VE
Fl
y S
TF
lO
NG
 
Un
ab
le 
to
 1
1le
et 
da
ily
 re
sp
on
sib
i-
Uu
o, 
d,
e 
to 
e
x
1n
, 0
,
,
 d;
,C
OO
>fo
,t 
S-
ST
FlO
NG
 
~ 
g 
Ca
n 
11
lee
t li
ttl
e 
da
ily
 re
sp
on
sib
i-
[ 
UU
e, 
w
;,h
 °'
"
'h
 d
;,<
co
o,
fo
n 
§" 
71
 
t
t
w
 
M
IL
D 
g 
-
·
 
m
 
::s
 
3. 
<
 
Ca
n 
11
lee
t S
01
1Je
 d
ai
ly 
re
s:
po
n 
·
b ·
 
~
-
n
, 
m
 
.
 
.
 
.
 
SJ
 
I-
o
 
::,
 
XJ
 
lit
ies
 'W
1th
 so
l1J
e 
di
sc
ol
1l
for
t 
8 
l{l 
:::
j 
I 
1· 
C 
~
-
<
 
ii V
ER
y 
M
IL
O 
"
,
 
~ 
c
":
' "
'
"
'
'
 m
o,,
 d"
'1y
 "'
P-
O
o,
 ;b
;. 
8 
lit1
es
 'W
ith
 s
lig
ht
 di
sc
ol
1l
for
t 
g_ 
No
 P
Fl
oa
LE
M
 
6. 
c_
,:n
 m
ee
t a
ll 
da
ily
 re
sp
on
sib
i-
II 
::s
 
l1t
1e
s '
W
ith
ou
t a
n
y 
di
sc
ol
1l
for
t 
162 
PART Ill 
This is a self-report questionnaire for your responses to a situation which you have actually experienced 
or may imagine. You will find a total of 30 statements on pages 7 and 8. To the right of each statement, 
there is a column titled SEVERITY. Please carefully follow the instructions below to fill in each item as best 
as you can. 
Step 1. Have you ever experienced breaking up with your boy/girl friend whom you loved very 
much? 
(check one) __ Yes No 
Step 2. If you checked yes, recall what it was like for you at the time you broke up. 
If you checked no, try to imagine what it would be like for you to be in such a situation. 
In either event, please take a few moments out to visualize the situation before continuing. 
Step 3. Now, please read through the 30 statements that follow and circle the number of only those 
statements that apply to you when you visualize yourself in such a situation. 
Step 4. Return only to the circled statements and ignore the uncircled ones. For each circled one, 
indicate the SEVERITY of the condition. 
1 
2 
3 
4 
5 
6 
7 
SEVERITY -- In general, how intense the condition is when it occurs. 
Check only one box, either VERY STRONG, STRONG, MILD, VERY MILD, or NO 
PROBLEM 
I feel angry and irritable. 
I feel hopeless. 
I feel weak and exhausted. 
I feel my memory is poor. 
I am unable to relate closely with my 
family and friends. 
I feel anxious and unsettled. 
I feel my life has no meaning. 
SEVERITY 
In general, how intense is the condition 
when it occurs? 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
I am sleeping much more or less than I 
used to. 
I have difficulty concentrating. 
I feel distant from people. 
I feel lonely. 
I feel that my existence has no value. 
I have lost interest in sex. 
I feel my thoughts are confused. 
I am unable to get along with people. 
I feel sad. 
I feel guilty. 
I am eating much more or less than I 
used to. 
I have difficulty making decisions. 
I don't care about my appearance 
I can't feel happy. 
I have thought about ending my life. 
I have headaches. 
I feel my thinking is slow. 
SEVERITY 
In general, how intense is the condition 
when it occurs'? 
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PART IV 
Please answer all the questions as best as you can without skipping any of them. 
1. Today's date: __ _ 
(Month) (Day) (Year) 
2. Sex: M F 3. Age: ___ _ 
4. Birth date: __ _ 
(Month) (Day) (Year) 
5. Your marital status: Single 
Married 
Divorced 
Widowed 
Other (please specify ______________ ) 
6. Your major: 
7. Yourminor: ___________ _ 
8. Please check the highest level of education that you have completed: 
Hold Hold Hold 
High Bachelor's Some Master's Doctoral 
School/ College College College Degree/ Graduate Degree/ Degree/ 
Equivalent Freshman Sophomore Junior Equivalent School Equivalent Equivalent 
Yourself 
9. Do you have any religious affiliation? __ Yes No 
If yes, please specify ___________________ _ 
10. What is your native language? (If your native language is Chinese, please specify which 
dialect, e.g. Cantonese, Mandarin, Fukinese.) 
11. Do you speak any languages besides your native language ? __ Yes No 
11 a. If yes, please specify what languages (if more than one, circle the one you are most 
fluent in). 
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11 b. Based on your answer to l la above, please complete items (i) and (ii) below: 
(If your 1 la answer consists of more than one language, refer only to the one you circled above.) 
(i) At what age did you begin to learn the second language? ____ _ 
(ii) Have you ever lived in an environment where most people speak your second · 
language? 
Yes No 
If yes, please specify where and for how long you lived in such an environment. 
Place: _____________ _ Time: 
12. What is your parents' native language? (If their native language is Chinese, please 
specify which dialect, e.g. Cantonese, Mandarin, Fukinese.) 
Father: __________ _ 
Mother: __________ _ 
13. Your ethnicity: ______________________ _ 
14. Father's ethnicity: _____________________ _ 
15. Mother's ethnicity: _____________________ _ 
16. Your birthplace: _______ _ 
City/Town State/Province Country 
17. Father's birthplace: _______ _ 
City/Town State/Province Country 
18. Mother's birthplace: ______ _ 
City/Town State/Province Country 
19. Please list all the places you have ever lived for more than two years and the dates you stayed 
there BEFORE you turned 18. (Please include the place where you were born and grew up.) 
Where you lived 
e.g. New York 
Los Angeles 
Date [Month and Year) 
April 1969 - July 1984 
August 1984 - December 1986 
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20. Please list all the places you have ever lived for more than two years and the dates you stayed 
there AFTER you turned 18. 
21. 
Where you lived 
e.g. Chicago 
Parents' marital status: Single 
Married 
Divorced 
Widowed 
Date (Month and Year) 
January 1987 - present 
Other (please specify ______________ ) 
22. Please indicate the age(s) of all of your brother(s) and sister(s). 
Brother(s): ____________ _ 
Sister(s): _____________ _ 
23. Your birth order: ____ _ 
24. Parents' occupation: 
Father: _______________ _ 
Mother: _______________ _ 
25. Please check the highest level of education that each of your parents completed? (Check one for 
each parent.) 
Completed Hit Hold Hold Masters Hold Some Elementary Some Sc ool Bachelor's Some Degree/ Doctoral 
No Formal Elementary School/ High Graduate/ Some Degree/ Graduate Equivalent Degree/ 
Education School Equivalent School Equivalent College Equivalent School Eauivalent 
Father 
Mother 
26. Have you ever sought help or counseling for personal problems from the following? 
(Please check all that apply to you.) 
Teacher Psychologist 
Parents Psychiatrist 
Siblings Traditional Chinese doctor/ herbalist 
Spouse W estem-trained doctor 
Relatives Traditional Chinese monk or nun 
Boy I girl friend Western religious priest/ minister/ nun 
Friends Astrologer, fortune teller, spiritual advisor 
Neighbors Newspaper/ magazine column 
Social worker Others (please specify 
27. Do you have any of the following chronic diseases? (Please check all that apply to you.) 
Heart disease 
Liver disease 
Kidney disease 
Lung disease (e.g., Tuberculosis, Asthma) 
Ulcer 
Diabetes 
Eating disorders 
Others (Please specify ___________________ ) 
28. (a) Are you currently taking any medication prescribed by a Western-trained doctor? 
Yes No 
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) 
If yes, please specify ________________________ _ 
(b) Are you currently taking any traditional Chinese medicine prescribed by a traditional 
Chinese doctor? 
Yes No 
If yes, please specify ________________________ _ 
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29. Please indicate your overall mood in the past 14 days by circling the appropriate number in the 
following 9-point scale? 
1 
Extremely 
happy 
2 3 4 5 
Neither happy 
or unhappy 
30. How much did you enjoy completing this questionnaire? 
1 
6 7 
4 
8 
5 
9 
Extremely 
unhappy 
Very much 
2 
Much 
3 
Somewhat A little Not at all 
31. How difficult was this questionnaire for you to complete? 
1 
Not at all 
2 
A little 
3 
Somewhat 
32. How much do you believe your responses are an accurate reflection of your 
feelings about the topics addressed? 
1 
Not at all 
2 
A little 
3 
Somewhat 
4 
Very much 
4 
Very much 
33. Additional comments: __________________________ _ 
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DEBRIEFING SHEET 
February 5, 1994 
Dear Participant: 
Thank you for participating in our research project. Your responses to the 
questionnaire are very valuable, and will help us to better understand the feelings and 
reactions of college students to different problems. Should you have any questions, 
concerns or feelings about the questionnaire, or would like to know the results of the 
study, please feel free to contact the following persons: 
Address: Fung-Chu Ho, M.A. 
Phone: 
Project Director 
Counseling & Student Development Center 
University of Hawai'i at Manoa 
Honolulu, HI 96822 
(808) 956-7927 
APPENDIX 2 
QUESTIONNAIRE IN CHINESE FOR CHINESE SUBJECTS 
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Questionnaire in Chinese for Chinese Subjects 
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~~~~lf.c 1~.'!t~~lf.c -~ ffi~::f~lf.c ~~~-+~lf.c 
31. 1t-@~~l""'i~S'Jmltt~¥~~o1'iiJ? 
1 2 3 4 
.tt1ttt lfflft fR~mltt ffi~mlt ~~mitt 
32. 11-~/3~11-a'J~~j~~~-a'J~~1t-itlfflaa'J~:W:a!l? 
1 2 3 4 
::fj~~ ffl~j~~ ffi~~ ~~~~~ 
33. ~-ftt:ffi;J!: 
1illl:W:#: 
~1'X1b~~nt~W:ijl:Jifvt1G, itFfit£1ttlnn-1UU't, lf .@tt1r~7:U::k*1:in;r-:1a1~~1!1tWW~ 0 
1ritit}~Jijfvt1Gtf -1IM ttFca9mt~,9i!l~Yf1G~°", ~jij~*g: 
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Eugene, OR 97401 
Anthony J. Marsella, Ph.D. 
Professor and Director, Clinical Studies Program 
Department of Psychology 
2430 Campus Road 
Honolulu, HI 96822 
Dear Dr. Marsella: 
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I am completing a doctoral dissertation at Loyola University Chicago 
entitled "A Cross-Cultural Study on the Expression and Presentation of 
Depressive Symptomatology among Americans and Chinese in the People's 
Republic of China (PRC), Taiwan, and Hong Kong." I would like your 
permission to reprint in my dissertation the English version of the 30-item 
Symptoms of Depression Scale (SODS) you developed. 
The requested permission extends to any future revisions and editions of 
my dissertation, including non-exclusive world rights in all languages, and 
to the prospective publication of my dissertation by University Microfilms, 
Inc. These rights will in no way restrict republication of the material in 
any other form by you or by others authorized by you. Your signing of 
this letter will also confirm that you own the copyright to the above-
described material. 
If these arrangements meet with your approval, please sign this letter 
where indicated below and return it to me in the enclosed return envelope. 
Thank you very much. 
Sincerely, 
11 
/) 
f- L,t. t/J--o 
PERMISSION GRANTED FOR THE 
USE REQUES D ABOVE: 
/I /4;--;~</ 
sella, Ph.D. Date 
Director, Clinical Studies Program 
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